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BRITISH  GYNECOLOGICAL  SOCIETY. 
Thursday,  February  14,  1901. 
J.  A.  MANSELL-MOULLIN,  M.B.OxoN.,  IN  the  Chair. 

Dr.  Macnaughton-Jones  said  that  since  the  last 
meeting  their  Sovereign  had  passed  away.  The  Society 
should  not  permit  the  event  to  go  by  without  recording  its 
sympathy  with  the  King.  He  therefore  moved  that  the 
secretary  be  authorised  to  convey  to  His  Majesty,  through 
the  proper  quarter,  on  behalf  of  the  Society,  a  vote  of  con- 
dolence upon  his  loss,  and  of  congratulation  upon  his 
accession  to  the  throne. 

Dr.  Elder  seconded  the  proposal,  which  was  carried 
unanimously. 

Fibroid  Disease  of  the  Uterus. 

Dr.  PUREFOY,  Master  of  the  Rotunda,  showed  two  very 
interesting  specimens  of  fibroid  disease  of  the  uterus  : — 

Case  i. — single  woman,  aged  52,  suffered  from  a 
severe  attack  of  peritonitis  lasting  six  weeks,  and  while 
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under  treatment  was  found  to  have  a  large,  firm,  abdominal 
tumour,  having  many  of  the  characters  of  fibroma  uteri. 
She  was  sent  to  the  Rotunda  for  operation,  and  during  this 
the  abdominal  wall  was  found  to  be  firmly  incorporated 
with  the  anterior  surface  of  a  large  fibroid,  connected  with 
the  left  cornu  of  the  uterus  by  a  small  pedicle.  The 
omental  adhesions  were  so  numerous  and  extensive  that 
considerable  bleeding  ensued  during  their  separation.  It 
was  observed  that  the  surface  of  the  tumour  presented 
very  much  the  appearance  of  an  ovarian  cyst  in  which  sup- 
puration had  occurred.  On  section  the  substance  of  the 
tumour,  except  a  small  portion  near  the  pedicle,  was  found 
to  be  of  a  dark  red  colour,  and  was  hollowed  out  into  large 
cavities  freely  communicating  and  containing  unaltered 
blood  in  large  quantities.  Dr.  Earle  reported  as  follows 
on  the  microscopical  appearances  : — "  The  tissues  of  the 
tumour,  though  so  unusual  in  colour,  did  not  show  de- 
generative changes  but  stained  in  the  usual  way,  and  the 
numerous  cavities  having  a  very  smooth  lining  membrane 
appeared  to  be  dilated  blood-vessels."  This  condition  in  a 
fibroma  was  of  great  rarity,  and  very  few  instances  of  it  had 
as  yet  been  reported  in  any  country. 

Case  2. — A  single  woman,  from  whom  a  large  fibroid 
uterus  had  been  removed  by  panhysterectomy.  The  speci- 
men was  interesting  because  it  showed  numerous  sub- 
mucous, interstitial,  and  subperitoneal  fibroids  in  various 
stages  of  development.  The  existence  of  fibroid  disease  had 
been  recognised  six  years  previously,  but  it  was  then  in 
such  an  early  stage  and  the  uterus  so  small  that  no  treat- 
ment was  deemed  necessary,  and  her  advanced  age  en- 
couraged the  hope  that  any  further  growth  would  be  very 
slow.  In  both  cases  a  very  satisfactory  convalescence 
followed  the  removal  of  the  tumours. 

Malformed  Uteri. 
Mr.  Cristopher  Martin  (Birmingham)  showed  three 
specimens  of  malformed  uteri. 

(i)  A  so-called  double  uterus  (didelphoris  uterus).  In 
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this  case  the  left  half  was  patent,  and  the  right  distended 
with  decomposing  menstrual  blood  (pyometra).  This  was 
first  drained  per  vaginam  in  May,  1895 ;  but  the  opening 
made  closed  and  retention  of  the  menses,  with  septic  com- 
plications, again  supervened.  As  the  patient  was  becoming 
pysemic,  the  double  uterus  was  removed  by  vaginal  hysterec- 
tomy in  August,  1900.  The  two  uteri  were  quite  distinct, 
the  peritoneum  dipping  down  between  the  bodies  as  far  as 
the  internal  os.  The  cervical  canals  were  connected  by 
fibrous  and  muscular  tissue,  but  the  two  cavities  were 
separate.  The  patient  was  married,  had  one  child,  and  was 
aged  41. 

(2)  A  one-horned  uterus.  This  patient,  aged  45,  had 
had  two  children.  In  May,  1899,  Mr.  Martin  removed  a 
big,  semi-gangrenous  cystoma  of  the  left  ovary,  with  a 
twisted  pedicle.  When  operating  he  observed  that  the  right 
ovary,  tube,  and  horn  of  uterus  were  absent.  She  continued 
to  suffer  severe  pelvic  pain,  with  irregular  haemorrhages, 
which  nothing  benefited.  Finally,  in  September,  1900, 
Mr.  Martin  removed  the  uterus  per  vaginam,  with  complete 
relief  to  the  patient's  sufferings. 

(3)  Rudimentary  double  uterus  with  displaced  hyper- 
trophied  ovaries,  removed  from  a  single  girl,  aged  18.  She 
had  never  menstruated,  and  the  vagina  was  a  cul-de-sac 
only  one  inch  long.  The  external  genitals,  pubic  hair,  and 
breasts  were  well  developed.  Each  ovary  was  sausage- 
shaped,  and  between  four  and  five  inches  long,  stretching 
from  the  internal  abdominal  ring  to  the  corresponding 
kidney.  There  were  ripening  follicles  in  each  ovary.  From 
each  ovary  there  stretched  a  thin,  rounded  muscular  cord, 
about  one-third  of  an  inch  thick  and  three  inches  long, 
which  dipped  down  into  the  pelvis  between  the  bladder  and 
rectum,  and  ended  without  uniting  with  its  fellow  in  the  top 
of  the  rudimentary  vagina.  Evidently  here  the  two  ducts 
of  Muller  had  been  arrested  in  development  at  a  very  early 
stage.    All  three  patients  made  a  complete  recovery. 
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Case  of  Carcinoma  of  the  Prolapsed  Uterus.  By 
Herbert  Snow,  M.D.,  Senior  Acting-Surgeon  to  the 
Cancer  Hospital. 

C.  W.,  aged  73,  wife  of  an  agricultural  labourer,  was 
admitted  into  the  Cancer  Hospital  on  January  16,  1901. 
She  had  never  been  pregnant.  There  was  no  family  history 
of  cancer.  The  uterus  had  become  procident  at  the  climac- 
teric period,  about  twenty-eight  years  previously.  She 
gravely  stated  that  the  prolapse  had  been  brought  about 
by  her  husband  rubbing  her  back  for  lumbar  pains,  from 
which  she  then  suffered.  The  patient  had  since  gone  about 
as  usual,  wearing  a  diaper,  but  neither  pessary  nor  other 
support  had  ever  been  used. 

The  disease  had  begun  in  the  cervix.  It  was  said  to 
have  first  appeared  a  year  previously.  As,  however,  the 
duration  of  cancer  is  almost  invariably  much  understated  by 
the  patient,  it  is  safer  to  rely  upon  the  objective  phenomena, 
which,  in  this  case,  indicated  that  it  had  been  present  about 
twice  the  time  stated. 

A  photograph  which  was  exhibited  showed  a  large  mass 
covered  with  fungoid  granulations  protruding  between  the 
patient's  thighs.  Above  the  growth  was  a  considerable 
margin  of  healthy  vaginal  mucous  membrane.  The  whole 
was  mobile. 

Micturition  caused  great  pain,  but  otherwise  the  con- 
dition was  singularly  painless.  The  urine  proved  copiously 
laden  with  pus  and  albumen,  leaving  no  doubt  that  the 
bladder  was  extensively  implicated. 

The  senility  of  the  patient  had  also  to  be  taken  into 
consideration,  and  the  idea  of  operative  interference  was 
reluctantly  abandoned.  The  case  was  still  in  hospital,  and 
great  benefit  had  been  derived  from  nursing,  combined  with 
opium-cocaine  treatment. 

Neglect  to  wear  a  pessary  or  other  suitable  support  had, 
through  the  consequent  friction,  presumably  resulted  in  the 
development  of  malignant  disease.   Whatever  the  explana- 


Presidential  Address 


tion,  cancer  of  the  prolapsed  uterus  was  very  rare.  Dr. 
Snow  was  indebted  to  Dr.  T.  Johnston-English  for  the 
excellent  photograph. 

Presidential    Address    on    Certain  Recognised 

GYNiECOLOGICAL    OPERATIONS.    By  J.  A.  MANSELL- 

MOULLIN,  M.B.Oxon,  M.R.C.P.Lond. 

The  British  Gynaecological  Society  has  always  pos- 
sessed a  very  special  interest  for  me.  I  was  present  at 
the  meeting  in  the  rooms  of  the  Medical  Society  in 
December,  1884,  when  the  Society  was  founded,  and  have 
ever  since  watched  with  the  greatest  pleasure,  and  I  may 
add  profit,  its  growth  and  progress. 

In  one  office  or  another  I  have  done  my  best  for  the 
Society  without  intermission  since  its  commencement,  and 
now  after  holding  the  post  of  Treasurer  for  eight  years 
have  much  pleasure  in  handing  over  its  duties  to  my 
successor,  Dr.  William  Travers,  in  order  to  accept  the 
more  important  honour  you  have  been  pleased  to  confer 
upon  me. 

An  introductory  address  by  the  President  has  become 
an  established  custom,  and  I  must  acknowledge  that  this 
has  caused  me  considerable  disquietude.  What  should  be 
the  subject  of  my  address  has  been  a  matter  of  the  most 
anxious  consideration. 

To  write  a  paper  to  order,  of  any  real  merit,  is  a  matter  of 
impossibility,  and  risumis  are  rarely  of  much  interest  when 
one's  audience  can  read  up  the  subjects  for  themselves. 

It  occurred  to  me  that  the  present  year,  the  first  of  the 
new  century,  inevitably  constituted  a  historical  landmark, 
and  that  it  would  not  be  inappropriate,  therefore,  Dn  this 
occasion,  to  make  some  detailed  reference  to  the  present 
position  of  gynaecology,  comparing  it  with  that  which 
existed  when  the  Society  was  founded  seventeen  years  ago, 
and  perhaps  incidentally  pointing  out  some  lines  upon 
which  the  energy  of  the  Society  might  with  advantage  be 
directed  in  the  coming  year. 
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No  sooner  had  I  commenced,  however,  to  define  the 
outlines  of  my  idea  than  I  found  that  its  scope,  as  may 
easily  be  imagined,  was  far  too  wide — that,  in  fact,  in  order 
to  carry  it  out  I  should  be  committed  to  writing  an  up-to- 
date  treatise  on  gynaecology.  To  make  a  brief  address, 
therefore,  of  any  practical  value,  I  found  it  necessary  to 
limit  myself  to  a  much  more  modest  field,  and  I  have 
elected,  therefore,  to  speak  of  two  or  three  operations  only, 
of  more  than  ordinary  interest. 

Glancing  at  the  early  volumes  of  the  Society's  Journal, 
we  find  that  the  antiseptic  system  of  surgery,  Listerism,  as 
it  was  then  termed,  was  exciting  universal  discussion  and 
interest.  It  had  been  for  some  time  in  use  in  general 
surgery,  and  was  then  being  applied  to  the  surgery  of  the 
abdomen.  The  carbolic  spray  was  in  general  use,  and  all 
the  paraphernalia  of  the  system.  Doubts  as  to  its  value 
had  occurred  to  some,  and  Tait  and  Bantock  were  pro- 
testing that  the  whole  question  was  one  of  cleanliness  and 
of  nothing  more.  We  know  now  that,  faddism  as  it 
appeared  to  be  twenty  years  ago,  it  had  a  wonderful  and 
scientific  basis,  and  was  destined  to  bring  about  the  greatest 
revolution  in  surgical  practice  which  the  world  has  ever 
seen.  Even  the  paraphernalia  with  which  it  was  first 
accompanied  served  to  emphasise  its  importance,  and  to 
arrest  the  attention  of  those  to  whom  a  mandate  merely  to 
wash  and  be  clean  would  have  appealed  in  vain. 

We  can  now  with  our  more  perfect  knowledge  under- 
stand how,  by  keeping  a  wound  free  from  bacterial  infection, 
we  can  avoid  the  dangers  of  septicaemia,  peritonitis,  and 
suppuration.  With  a  due  regard  to  the  sterilisation  of  our 
hands,  instruments  and  dressings,  and  when  practicable  our 
patient,  we  now  open  the  peritoneum  without  fear,  and  the 
wonderful  success  of  modern  abdominal  surgery  is  the 
practical  outcome  of  that  experience.  The  bearing  this 
has  on  the  early  surgical  treatment  of  abdominal  affections 
is  obvious.  In  cases,  too,  where  the  diagnosis  is  more  or 
less  uncertain,  we  can  with  perfect  safety  ascertain  the 
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nature  of  the  trouble  by  actual  inspection,  and  treat  it 
accordingly  with  the  least  possible  delay. 

In  the  early  years  of  the  Society  ovariotomy  statistics 
engrossed  our  attention.  Certain  it  is  that  the  cleanliness 
insured  by  the  Listerian  system  exercised  a  remarkable 
effect,  and  the  mortality  of  the  operation,  which  had  been 
terrible  in  its  early  days,  was  reduced  almost  to  vanishing 
point.  All  this  is  now  ancient  history,  and  ovariotomy  at 
the  present  time  has  so  little  interest  for  us  that  specimens 
and  cases  are  seldom  brought  before  the  Society. 

The  success  gained  in  the  operation  of  removal  of  the 
ovaries  for  cystoma  was  the  prelude  to  other  operations. 
It  was  followed  by  the  removal  of  the  ovaries  and  Fallopian 
tubes  for  inflammatory  affections,  and  also  for  the  influence 
their  removal  exercised  on  fibroid  growths  of  the  uterus. 
The  removal  of  the  ovary  and  Fallopian  tube,  the  appen- 
dages of  the  uterus  as  they  have  been  termed,  somewhat 
disrespectfully,  for  chronic  inflammatory  disease,  constituted 
a  most  important  advance  in  gynaecological  surgery,  and 
was  largely  due  to  Lawson  Tait.  The  value  of  the  opera- 
tion is  beyond  dispute.  The  inefficacy  of  all  ordinary 
means  of  treatment  in  cases  of  this  nature  has  always  been 
recognised.  Once  the  tubes  are  infected  they  never  regain 
a  healthy  condition,  but  remain  a  constant  source  of  danger 
and  a  nucleus  for  fresh  inflammatory  trouble.  The  patients 
are  invariably  chronic  sufferers,  passing  from  one  practi- 
tioner to  another  until  they  undergo  the  operation  >Vhich 
alone  can  give  them  permanent  relief.  With  this  advance 
in  our  means  of  treatment,  whole  chapters  devoted  to  an 
earlier  gynaecology  have  been  practically  deleted.  All 
knowledge  tends  towards  simplification.  Our  views  on 
displacement  have  been  modified.  We  recognise  the  fact 
that  all  those  cases  of  intractable  retroflexion  which  were 
the  bugbear  of  the  practitioner  are  due  to  chronic  inflam- 
mation, adhesions,  contraction  of  the  broad  Hgaments,  and 
matting  of  the  ovaries  and  tubes  to  the  back  of  the  uterus. 
The  practitioner  whose  sole  idea  of  treatment  was  to  restore 
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the  uterus  to  an  anteflexed  position  by  means  of  some 
mechanical  contrivance,  stem  pessary  or  otherwise,  now 
sees  the  futility  of  the  proceeding,  and  advises  safer  and  at 
the  same  time  more  radical  treatment.  Ulcerations  and 
erosions  cease  to  engage  our  sole  attention.  Endometritis 
and  cervicitis  are  regarded  as  a  part  of  a  more  extensive 
inflammation,  and  the  frequent  application  of  caustics  has 
been  discarded  as  worse  than  useless. 

The  removal  of  the  ovary  for  fibroid  tumour  of  the 
uterus  engaged  the  attention  of  the  Society  from  the  first. 
In  his  inaugural  address  Dr.  Meadows  said:  "This  is  a 
subject  which  is  quite  in  its  infancy,  and  no  doubt  the 
Society  will  watch  over  its  growth  and  development  with 
keen  interest  and  pride,  for  I  cannot  but  think  that  a  great 
future  is  opened  up  by  this  operation."  These  remarks 
were  made  on  the  strength  of  four  cases,  one  of  which  was 
too  recent  to  offer  any  positive  conclusion,  but  in  the  other 
three  success  was  complete  and  undoubted,  the  tumours 
almost  entirely  disappearing  and  their  distressing  symptoms 
subsiding  within  a  short  time  after  removal  of  the  ovaries ; 
in  two  menstruation  ceased  immediately  after  the  operation, 
and  in  one  it  only  recurred  twice.  These  early  prognosti- 
cations, however,  have  not  been  verified.  We  are  now  in  a 
position  to  express  a  definite  opinion  on  this  subject : — 

(1)  The  operation  is  at  best  only  applicable  to  tumours 
of  a  comparatively  small  size,  and  its  results,  both  as 
regards  checking  the  growth  of  the  tumour  and  arresting 
haemorrhage,  are  quite  untrustworthy. 

(2)  The  operation  is  frequently  difficult,  or  even  impos- 
sible, owing  to  the  position  of  the  ovaries  behind  and  below 
the  tumour. 

(3)  The  operation  is  not  less  dangerous  than  the  removal 
of  the  tumour  itself,  which  is  therefore  the  preferable 
operation. 

This  leads  me  to  the  subject  of  abdominal  hysterectomy 
for  fibroid  tumours  of  the  uterus,  one  of  the  most  important 
advances  in  gynaecological  surgery  we  have  to  record. 
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In  the  year  1885  the  operation  was  one  of  appalling 
fatality.  Keith  was  the  only  operator  who  could  claim 
fairly  good  results,  and  he  recorded  thirty-eight  cases  with 
three  deaths,  a  mortality  of  8  per  cent.  Keith's  rate  of 
mortality  was  quite  exceptional ;  in  other  hands  it  ap- 
proached 35  to  40  per  cent.,  and  this  was  the  position  of 
affairs  fifteen  years  ago. 

The  introduction  of  the  extraperitoneal  treatment  of 
the  stump  by  Koeberl6  marked  an  important  advance  in 
this  operation.  Keith,  Tait,  and  Bantock  worked  on  this 
principle,  and  in  the  hands  of  the  latter  especially,  the 
extraperitoneal  treatment  attained  a  high  degree  of  per- 
fection. His  results,  moreover,  were  excellent.  Notwith- 
standing this  the  operation  was  never  regarded  as  an  ideal 
operation  or  a  really  satisfactory  surgical  procedure.  There 
is  no  occasion  for  me  to  recount  the  various  modifications 
which  followed  this  operation.  Total  extirpation  of  the 
uterus,  panhysterectomy  as  it  was  termed,  had  a  fair  trial 
in  the  hands  of  many  operators,  but  has  been  altogether 
discarded.  Its  technique  was  crude  and  unsatisfactory.  It 
involved  infection  of  ligatures,  necrosis,  drainage,  and  foul 
discharge,  and  though  the  results  were  better  than  might 
have  been  expected,  it  certainly  was  not  a  commendable 
operation. 

The  ligature  of  both  the  ovarian  and  uterine  arteries 
in  their  course  as  a  preliminary  step  constitutes  the  feature 
of  hysterectomy  as  it  is  now  performed.  Previous  to  the 
introduction  of  this  step  the  control  of  haemorrhage  had 
been  very  unsystematic.  Uterine  tissue  had  always  been 
regarded  as  especially  treacherous,  and  haemorrhage  the 
principal  danger  to  be  feared  in  hysterectomy.  That  great 
difficulty  removed,  the  consequent  steps,  leading  to  the 
perfected  intraperitoneal  operation,  rapidly  followed  as  a 
matter  of  course. 

With  this  improved  operation  the  rate  of  mortality  has 
been  much  reduced,  5  per  cent,  being  the  generally  accepted 
rate  in  the  hands  of  those  who  have  most  experience.  Un- 
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questionably  this  rate  is  greater  than  it  otherwise  would  be 
if  tumours  were  attacked  at  an  earlier  stage,  but  it  is  very 
difficult  to  obliterate  the  traditional  teaching  which  still 
prevails  that  operation  should  be  deferred  until  life  is 
threatened,  or  the  symptoms  are  such  that  existence  is 
insupportable.  The  general  condition  of  the  patient  is  then 
an  unsatisfactory  one  for  operation,  and  poor  results  are 
only  natural.  The  complications  which  are  usually  recog- 
nised as  necessitating  operation  are  haemorrhage,  pressure 
symptoms,  and  the  size  and  rapid  growth  of  the  tumour. 
Besides  these  are  the  dangers  attending  pregnancy,  necrosis, 
and  the  frequent  secondary  disease  of  the  ovaries  and 
Fallopian  tubes. 

On  the  value  of  early  operation  I  must  speak  most 
emphatically.  The  necessity  for  this  will  be  apparent  if 
you  call  to  mind  a  paper  which  appeared  recently  in  the 
medical  journals.  The  paper  excited  much  interest,  coming 
as  it  did  from  one  who  holds  the  appointment  of  a  teacher 
of  gynaecology  in  one  of  the  most  important  London 
hospitals. 

The  writer  first  endeavoured  to  prove  by  statistics 
obtained  from  post-mortem  examinations  that  the  mortality 
resulting  from  fibroid  tumours  was  infinitely  small,  while, 
on  the  other  hand,  the  mortality  due  to  surgical  interference 
was  very  large,  no  less  than  17  per  cent.  This  latter  figure 
was  obtained  by  adding  together  the  death-rate  attending 
hysterectomy  at  three  large  general  hospitals,  and  watering 
down  the  result  with  that  of  two  special  hospitals,  the  Chel- 
sea Hospital  for  Women  and  the  Samaritan.  The  better 
results  of  individual  operators  were  ignored  or  rejected 
altogether  from  consideration  on  the  ground  that  the  opera- 
tion was  frequently  performed  quite  unnecessarily.  That 
any  progress  towards  a  better  state  of  aflfairs  had  been  made 
in  recent  years  was  denied,  and  the  conclusion  drawn  was 
adverse  to  operation  at  all. 

The  policy  of  placid  passivity  irresistibly  appeals  to 
some  minds,  but  it  is  not  the  policy  which  has  led  to  the 
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evolution  of  modern  surgery.  Now  the  busy  practitioner, 
and  those  who  have  no  opportunity  of  keeping  themselves  au 
courant  with  special  work,  might,  on  reading  a  paper  such  as 
that  I  have  referred  to,  be  in  doubt  as  to  the  proper  course 
to  advise  a  patient  to  pursue.  I  would  point  out,  therefore, 
that  these  views  are  held  by  a  gentleman  who  does  not 
operate  himself  and  whose  claim,  therefore,  to  be  regarded 
as  an  authority  on  a  subject  concerning  which  he  can  have 
but  little  practical  experience  can  hardly  be  admitted. 

We  may  accept  the  post-mortem  statistics  adduced  for 
what  they  are  worth.  It  is  certain  that  fibroid  disease  of 
the  uterus  directly  and  indirectly  leads  to  a  fatal  issue  in  a 
large  number  of  cases,  and  in  many  others  renders  life  an 
intolerable  misery  to  the  woman  so  afflicted.  Operation 
statistics  obtained  on  the  hotch-potch  system  above  narrated 
can  serve  no  useful  purpose.  The  percentage  which  resulted 
might  just  as  well  have  been  70  as  17,  and  probably  would 
have  approached  the  fornier  figure  if  a  larger  number  of 
hospitals  had  been  included.  The  woman  who  carries  a 
fibroid  tumour  carries  with  her  an  ever-present  source  of 
danger,  and  in  the  majority  of  instances  sooner  or  later 
needs  and  demands  relief.  It  will  not  be  disputed  that  an 
operation  is  justifiable  when  it  can  be  shown  that  the 
danger  of  that  operation  is  less  than  that  to  which  the 
patient  is  exposed  from  the  disease. 

Now  hysterectomy  is  not  an  operation  of  insuperable 
difficulty,  but  it  is  one  requiring  skill  and  experience,  and  it 
demands  a  large  stock  of  courage  and  ready  resource.  It 
differs  from  a  simple  ovariotomy  in  one  very  important 
particular — it  cannot  with  safety  be  undertaken  by  any 
tyro  who  can  find  his  way  into  the  peritoneal  cavity. 
Success  depends  on  skill  gained  by  experience.  It  is  im- 
possible to  do  away  with  the  personal  element,  and  that 
operator  is  surely  the  best  who  can  show  the  best  results  in 
a  large  series  of  cases.  Statistics  of  this  kind  are  the  only 
ones  of  value,  and  in  the  hands  of  the  best  operators  a  5  per 
cent,  rate  of  mortality  is  regarded  as  a  probable  estimate  at 
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the  present  time.  I  hope  to  bring  before  the  notice  of  the 
Society  on  some  future  occasion  a  series  of  cases  performed 
last  year  by  myself  by  the  subperitoneal  method,  all  of 
which  were  successful.  I  venture  to  say  that  the  position 
of  the  operation  may  be  summed  up  at  the  present  time  by 
the  statement  that  we  have  now  to  consider,  not  so  much 
the  conditions  which  would  justify  the  removal  of  a  fibroid 
tumour,  but  the  conditions  which  would  justify  us  in 
leaving  it  alone. 

Removal  of  the  uterus  for  fibroid  disease  leads  naturally 
to  the  removal  of  the  uterus  for  cancer. 

It  is  not  so  many  years  ago  that  Dr.  W.  Duncan  read  a 
paper  on  this  subject  at  the  Obstetrical  Society,  and  the 
almost  unanimous  verdict  was  that  the  operation  was  un- 
justifiable on  the  ground  of  its  large  immediate  mortality. 
The  valuable  work  in  this  direction  at  the  Cancer  Hospital 
is  well  known  to  the  Fellows  of  the  Society.  Innumerable 
specimens  have  been  exhibited  at  our  meetings,  and  many 
excellent  papers  appear  in  our  Journal.  A  record  of  107 
cases  by  Mr.  Jessett,  the  result  of  seven  years'  work, 
appeared  in  the  number  for  February,  1899.  The  imme- 
diate mortality  of  the  operation  in  this  series  was  under 
8  per  cent. — truly  a  most  gratifying  result.  A  supple- 
mentary paper  at  the  present  time,  giving  the  subsequent 
history  of  those  cases,  as  far  as  it  could  be  ascertained, 
would  be  of  inestimable  value. 

There  is  another  point,  however,  on  which  we  require 
some  further  information  and  experience  ;  that  is,  as  to  the 
after-condition  of  those  patients  in  whom  recurrence  takes 
place. 

I  am  afraid  the  earlier  anticipations  that  the  disease, 
when  it  returned,  would  spread  upwards  in  the  pelvic 
cellular  tissue,  and  that  the  patient  would  be  saved  from 
all  the  dreadful  symptoms  of  cancer,  haemorrhage  and  foul 
discharges,  have  not  in  experience  been  fulfilled. 

In  almost  every  case  recurrence  takes  place  in  the 
cicatrix.    With  the  complete  removal  of  the  uterus  the 
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bowel  comes  at  once  into  contact  with  the  disease  and  is 
soon  involved  in  the  cancerous  growth.  Obstruction  is 
not  infrequent.  In  several  cases  after  vaginal  hysterectomy 
I  have  found  ulceration  perforating  the  bowel,  and  the  dis- 
charge of  fascal  matter  through  the  vagina  rendered  the 
patient's  condition  one  of  terrible  distress. 

Is  it  well  established  that  we  do  the  best  for  our  patient 
by  complete  hysterectomy  in  every  case  ?  I  feel  somewhat 
disposed  to  limit  the  operation  to  those  early  cases  where 
there  is  good  reason  to  believe  that  the  line  of  incision  is 
well  outside  the  disease  and  there  is  a  possibility  of  per- 
manent benefit.  I  refer,  of  course,  to  those  cases  in  which 
the  disease  commences  in  the  cervical  portion  of  the  uterus. 
It  is  well  known  that  the  tendency  of  the  disease  is  to  extend 
laterally,  passing  through  the  substance  of  the  cervix  and 
invading  the  tissue  of  the  broad  ligaments.  It  is  only  at  a 
late  stage  that  the  body  of  the  uterus  becomes  involved,  and 
sometimes  it  remains  altogether  free  to  the  last.  In  fact,  it 
affords  more  or  less  protection  to  the  bowels. 

When  once  the  disease  has  involved  the  broad  liga- 
ments it  is  beyond  the  reach  of  operation,  and  a  complete 
hysterectomy  does  no  more  to  effect  a  radical  cure  than 
a  partial  operation — the  supravaginal  operation,  as  it  is 
called. 

When,  therefore,  we  find  an  operation  practicable,  but 
have  reason  to  suspect  the  removal  will  be  incomplete 
and  therefore  early  recurrence  certain,  I  think  the  partial 
operation  may  after  all  be  found  to  have  certain  advantages. 
It  is  no  little  matter  to  be  able  to  afford  a  patient  suffering 
from  this  terrible  disease  even  a  few  weeks'  respite  from 
the  haemorrhage  and  discharge.  The  result  is  often  an 
immense  improvement  in  the  general  condition  during  the 
period  which  elapses  before  the  symptoms  recur. 

Neither  of  these  operations,  the  partial  nor  complete 
removal,  can  be  considered  ideal  from  a  surgical  point  of 
view. 

I  am  strongly  of  opinion  the  abdominal  route  is  superior 
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in  many  ways  to  vaginal  hysterectomy,  and  will  ultimately 
supersede  it,  except  perhaps  in  those  comparatively  easy 
but  somewhat  exceptional  cases  where  the  uterus  can  be 
drawn  well  outside  a  roomy  vulva.  The  use  of  clamps 
allowed  to  remain  for  three  days  in  the  vagina  is  a  bar- 
barous and  most  unsurgical  procedure,  and  ligatures  are 
hardly  less  objectionable.  The  importance  of  closing  the 
peritoneum  appears  to  me  to  be  obvious,  although  many 
operators  think  it  superfluous,  and  make  no  attempt  to 
do  so. 

Adhesion  of  the  bowel  to  the  cut  edge  of  the  vagina  is 
accountable  for  a  certain  percentage  of  the  immediate 
mortality.  A  case  in  point  only  recently  came  under  my 
observation,  in  which  the  ileum  adherent  to  the  wound 
formed  a  constricting  band  around  the  sigmoid  flexure  of 
the  colon,  and  with  the  recurrence  of  the  disease  the  bowel 
was  necessarily  at  once  involved  in  the  cancerous  growth. 

There  is  room  undoubtedly  for  further  work  in  this 
direction.  Time  will  only  permit  me  to  refer  very  briefly 
to  the  subject  of  ectopic  gestation  and  pelvic  haematocele, 
conditions  which  in  the  early  days  of  our  Society  were 
regarded  as  shrouded  in  difficulty  and  obscurity,  but  which 
now  offer  one  of  the  most  complete  and  interesting 
chapters  in  gynaecology.  Twenty  years  ago  Dr.  Parry 
collected  and  published  the  records  of  some  500  cases,  and 
his  book  contained  all  that  was  known  at  the  time. 

For  the  elucidation  of  this  subject  we  owe  much  to 
Tait.  His  first  operation  for  tubal  rupture  in  1883  opened 
a  new  era  in  the  surgical  treatment  of  intraperitoneal 
haemorrhage.  Later  on  Mr.  Bland-Sutton  drew  attention 
to  the  condition  known  as  "  tubal  mole "  and  "  tubal 
abortion,"  in  which  the  Fallopian  tube  was  found  to  con- 
tain a  haemorrhagic  ovum. 

Later  again,  in  1894,  Mr.  John  W.  Taylor  showed  that 
the  abdominal  ostium  of  the  tube  in  these  cases  commonly 
remained  open,  and  that  intraperitoneal  haematocele,  when- 
ever it  was  found,  could  usually  be  traced  to  the  blood  drip 
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from  the  fimbriated  end  of  the  tube  in  which  a  mole  of 
pregnancy  had  been  formed. 

These  valuable  researches  appear  to  me  to  have  practi- 
cally settled  in  the  negative  the  question  whether  a  pelvic 
hasmatocele  could  be  associated  with  any  other  cause. 

There  can  be  little  doubt  that  cases  of  haematocele 
reported  as  following  abortion  are  merely  the  results  of 
imperfect  observation,  while  the  old-fashioned  idea  of  a 
possible  reflux  of  menstrual  blood  due  to  impeded  outlet 
cannot  for  a  moment  be  maintained. 

Now  intrapelvic  haemorrhage  has  been  described  as 
occurring  under  two  conditions  :  (i)  into  the  peritoneal 
cavity,  the  intraperitoneal  form  ;  and  (2)  into  the  cellular 
tissue  surrounding  the  uterus  and  between  the  layers  of  the 
broad  ligament,  the  extraperitoneal  variety. 

Bernutz  says  :  "  If  the  rupture  of  the  tubal  sac  takes 
place  on  a  level  with  the  attached  border  of  the  tube,  the 
blood  will  find  its  way  into  the  cellular  tissue  of  the  broad 
ligament  and  thus  find  difficulty  in  effusion,  whilst  the 
ovum  will  insinuate  itself  in  the  route  made  between  the 
folds  of  the  broad  ligament  and  become  developed  there. 
For  it  must  be  remembered  the  ovum  itself  rarely  ruptures, 
its  envelopes  remain  intact,  and  its  vitality  is  not  necessarily 
destroyed." 

The  importance  of  extraperitoneal  haemorrhage  has 
been  questioned  by  many  authorities,  who  deny  that  a 
subperitoneal  haemorrhage  ever  attains  sufficient  size  to 
need  consideration. 

Tait,  however,  accepted  the  theory,  and  gave  it  pro- 
bably an  undue  importance.  He  insisted  that  when  the 
ovum  distended  the  Fallopian  tube  the  layers  of  the  meso- 
salpinx were  necessarily  separated,  and  that  rupture  was  as 
likely  to  occur  in  that  part  of  the  tube  denuded  of  peri- 
ton^  covering  as  in  any  other  part  of  its  circumference. 
Moreover,  he  based  his  treatment  on  this  difference,  and 
while  he  strenuously  advocated  early  operation  in  the  intra- 
peritoneal form,  affirmed  that  it  was  unnecessary  when  the 


i6 


The  British  Gynacological  Society 


haemorrhage  was  in  the  cellular  tissue.  Absorption  would 
then  do  all  that  was  necessary. 

It  is  evident  from  this  he  considered  the  extraperitoneal 
form  was  more  or  less  frequently  encountered.  That  is  not 
my  experience. 

It  cannot,  however,  be  disputed  that  extraperitoneal  or 
subperitoneal  haemorrhage  is  a  possible  condition,  and  in- 
creased probability  is  lent  to  this  view  by  the  fact  that  a 
subperitoneal  form  of  pregnancy  has  been  investigated  by 
Dr.  Berry  Hart  and  Mr.  Carter,  who  had  the  opportunity 
of  examining  and  describing  the  actual  conditions  found  in 
two  examples. 

These  are  all  questions  of  surpassing  interest,  and  there 
are  many  others  in  connection  with  this  subject  which 
claim  our  attention. 

The  treatment  of  ectopic  gestation  constitutes  one  of 
the  greatest  successes  of  modern  surgery.  The  practical 
lesson  experience  has  taught  us  is  that  there  is  but  one 
remedy — whatever  the  phase,  whatever  the  stage  of  the 
gestation,  when  once  the  condition  is  recognised  operation 
must  be  resorted  to. 

Whether  it  be  the  early  stage  of  aborted  ovum  with 
pelvic  haematocele,  or  the  more  dangerous  form  of  ruptured 
tube,  operation  is  the  only  remedy  to  be  relied  on.  Some- 
times the  vaginal  route,  sometimes  the  abdominal,  appears 
to  have  the  greater  advantage.  Much  depends  upon  the 
special  practice  and  predilection  of  the  operator.  The 
ovum  has  to  be  removed,  the  clots  flushed  out,  and  the 
bleeding  vessels  secured.  It  is  only  when  the  ovum  has 
successfully  escaped  the  dangers  which  beset  its  early  exist- 
ence, and  the  sound  of  the  foetal  heart  proclaims  the  fact 
that  development  is  still  progressing,  that  the  question 
arises  whether  operation,  always  inevitable,  shall  be  under- 
taken at  once  or  deferred  for  a  time.  To  save  the  child 
and  mother  at  the  same  time  is  a  triumph  for  the  surgeon 
indeed  ! 

Conclusion. — These  are  a  few  examples  only  of  the 
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valuable  work  which  has  been  accomplished  by  our 
Society,  and  of  the  immense  progress  which  the  science 
of  gynaecology  has  made  in  recent  years.  The  march  of 
knowledge  has  indeed  been  so  rapid  that  a  brief  halt  at 
the  present  moment  would  almost  seem  advisable.  It  is  of 
course  impossible  to  say  that  surgery  may  not  do  even 
more  in  the  future  than  it  has  already  done  in  the  past. 
But  there  are  many  other  matters  in  our  special  field  of 
work  and  study  which  require  elucidation,  many  ques- 
tions of  pathology,  many  questions  of  clinical  interest, 
and  many  questions  of  therapeutical  treatment.  Is  it  too 
much  to  hope  that  the  present  year  will  add  to  our 
store  of  knowledge  and  prove  itself  as  brilliantly  fruitful 
as  those  which  have  preceded  it  ?  It  is  not,  at  any  rate, 
too  daring  to  predict  that  during  the  century  which  has 
now  opened  before  us,  advance  and  progress  will  be 
made  with  electrical  speed  in  every  department  of  know- 
ledge, that  in  that  advance  gynaecology  will  take  no  minor 
part,  and  that  in  the  promotion  of  its  theory  and  its  prac- 
tice no  small  nor  unimportant  share  will  be  credited  by 
the  historian  of  the  future  to  the  British  Gynaecological 
Society. 

The  Surgical  Treatment  of  Prolapse  of  the  Uterus. 
By  Fred.  Bowreman  Jessett,  F.R.C.S.  Surgeon 
to  the  Cancer  Hospital  and  the  Gordon  Hospital  for 
Fistula. 

After  the  Valedictory  Address  given  in  this  room  at 
the  last  meeting  of  the  Society,  in  which  our  late  President 
gave  such  a  classic  account  of  the  cause  and  treatment  of 
prolapsus  uteri,  it  would  seem  somewhat  superfluous  on 
my  part  to  read  a  paper  upon  the  same  subject,  and  had  it 
not  been  for  the  opinion  expressed  by  some  of  the  Fellows 
that  a  discussion  upon  the  treatment  of  this  distressing 
ailment  of  women  might  certainly  be  fraught  with  interest  if 
not  of  profit,  and  also  to  the  fact  that  I  had  some  time  since 
VOL.  xvn. — NO.  65.  2 
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given  notice  of  my  intention  of  reading  such  a  paper,  I 
scarcely  think  I  should  have  ventured  to  have  addressed 
you  on  the  subject. 

Under  the  heading  of  Prolapse  of  the  Uterus  we  must 
include  prolapse  of  the  anterior  wall  of  the  vagina,  cystocele, 
and  that  of  the  posterior  wall,  which  usually  follows  the 
rectum,  rectocele.  Hypertrophy,  and  elongation  of  the 
uterus  must  almost  of  necessity  be  included  under  the  same 
head   The  causes  of  prolapse  may  be  divided  into  two 
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Fig.  I.— Position  of  A  with  bladder  empty,  BCD  according  to  distension  of 
bladder  (van  de  Warker). 

classes,  those  which  are  due  primarily  to  incompetence  of 
the  pelvic  floor;  and,  secondarily,  to  inadequacy  of  the 
ligaments  that  support  the  uterus. 

To  thoroughly  grasp  the  best  method  of  treating  this 
or  any  other  ailment,  it  is  desirable  to  understand  as  far  as 
possible  the  cause  of  the  ailment  before  we  can  with  any 
chance  of  success  hope  to  apply  a  remedy.  In  the  special 
subject  we  are  discussing  this  appears  to  me  to  be  more 
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than  ordinarily  the  case,  it  will  be  therefore  necessary  to 
detain  you  a  few  minutes  to  very  shortly  examine  into  the 
anatomical  relations  of  the  uterusi  how  it  is  held  in  position, 
and  why  it  should  not  always  have  a  natural  tendency  to 
drop  into  the  vagina  and  become  prolapsed. 

The  uterus,  as  you  are  aware,  in  its  natural  position, 
lies  almost  horizontally  from  behind  forward,  the  body  and 
fundus  lying  on  the  bladder  while  the  os  is  directed  almost 
directly  backwards.  The  utero-vesical  ligaments  are  so 
attached  that  when  the  bladder  is  full  the  body  of  the  uterus 
rises,  the  utero-sacral  ligament,  which  is  attached  to  the 
thinnest  part  of  the  uterus  posteriorly,  acting  as  a  kind  of 
hinge  and  keeping  the  cervix  in  a  fairly  uniform  fixed 
position  ;  then  as  the  bladder  empties  the  uterus,  from  the 
natural  tonicity  of  its  ligaments,  returns  to  the  horizontal 
position  again. 

Now  so  long  as  the  uterus  keeps  this,  its  normal  posi- 
tion, the  intestines  being  placed  above  ^nd  behind  the 
organ  have  a  natural  tendency  to  prevent  the  viscus  be- 
coming retroverted — in  fact,  if  you  examine  the  excellent 
illustration  by  Dr.  Berry  Hart  (fig.  i),  it  will  at  once 
become  clear  that  the  weight  of  the  intestine  helps  to  keep 
the  uterus  in  its  place,  and  by  no  manner  of  means  can  it 
act  as  a  cause  of  prolapse.  I  am  assuming,  of  course,  here 
that  the  pelvic  floor  is  intact. 

Should  the  utero-sacral  ligament  and  broad  ligament 
become  weakened  from  any  cause,  i.^.,  from  post-puerperal 
inflammation  or  posterior  parametritis,  and  allow  the  os 
and  cervix  to  drop,  then  the  intestine  will  occupy  the 
utero-vesical  pouch,  and  so  aid  in  preventing  the  uterus 
recovering  its  normal  horizontal  position — ^this  is  more 
particularly  the  case  in  multiparas  with  very  relaxed 
abdominal  parietes — and  by  degrees  the  uterus  becomes 
retroverted,  the  fundus  occupying  the  sacral  curve.  Should, 
however,  the  utero-sacral  ligament  retain  its  normal  func- 
tion, and  the  cervix  remain  fixed  while  the  broad  ligaments 
and  round  ligaments  become  relaxed  and  weakened,  the 
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body  of  the  uterus  will  become  bent  backwards  by  the 
pressure  of  the  intestines,  and  retroflexion  occurs. 

There  often  follows  hypertrophic  elongation  of  the  supra- 
vaginal portion  of  the  cervix.  The  weight  of  the  organ 
becomes  considerably  increased  and  the  walls  of  the  vagina 
are  gradually  forced  to  descend.  The  anterior  wall  of  the 
vagina  is  usually  the  first  to  descend,  causing  cystocele, 
more  commonly  so  in  women  who  have  had  several 


children  ;  in  other  cases  the  posterior  wall  of  the  vagina 
descends,  forming  a  rectocele.  In  both  cases  the  vaginal 
walls  are  considerably  thickened  and  dilated,  and  have  lost 
all  their  natural  contractile  powers,  and  if  left  alone  the 
whole  genital  organs  become  prolapsed  through  the  vulva 
and  great  distress  caused. 

In  nearly  all  the  cases,  however,  that  we  meet  with 
there  is  some  weakness  of  the  pelvic  support,  there  has 
been  some  injury  or  mischief  to  the  perinaeum,  levator  ani 
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muscle,  or  pelvic  cellular  tissue,  which  is  followed  by  cysto- 
cele,  retroversion,  supravaginal  elongation  of  the  cervix, 
descent  of  the  uterus,  and  lastly,  inversion  of  the  posterior 
wall  of  the  vagina  (fig.  2).  This  of  necessity  must  lead 
to  stretching  of  the  uterine  ligaments  and  general  loss  of 
tone  and  relaxation  of  these  ligaments.  The  chief  causes 
of  this  want  of  support  may  be  found  in  impairment  of 
the  integrity  of  the  perinaeum  ;  all  the  above-mentioned 
structures  may  be  lacerated,  the  laceration  extending  to  the 
rectum  ;  or  perhaps  the  muscular  and  fascial  tissues  only 


Fig.  3. — Primary  prokpsas  of  the  uterus,  without  hypertrophy  oi  the  cervix, 
foikywiiig  retroversion. 

may  be  torn,  there  being  no  cicatrix  to  be  seen  behind  the 
vaginal  orifice ;  but  even  with  this  extent  of  mischief  the 
uterus  may  still  continue  in  its  normal  position,  if  the 
uterine  ligaments  have  retained  their  tonicity ;  yet  the  loss 
of  this,  the  perineal  and  vaginal  support,  will  be  found  in 
a  large  majority  of  cases  to  be  the  primary  cause  of  the 
eventual  herniation  of  the  pelvic  contents. 

Under  such  circumstances,  usually,  the  vaginal  walls 
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Fig.  4. — ProUpte  of  genital  organs,  procidentia  of  anterior  wall  of  the  vagina, 
with  qrstocele  and  hypertrophic  elongation  of  the  middle  portion  of  the  cervix. 
The  posterior  cul-tU-sac  of  the  vagina  is  preserved  (Schroeder). 


Fig.  5. — Prolapse  of  genital  organs,  complete  procidentia  of  the  vagina,  with 
cystooele  and  rectocele,  hypertrophic  elongation  of  the  supravaginal  portioo 
of  cervix ;  the'posterior  cuIhU-soc  of  vagina  is  inverted  (Schroeder). 
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will  have  become  so  distended  as  to  have  lost  their  natural 
elasticity,  the  surfaces  become  inflamed  and  congested, 
the  walls  become  separated,  and  protrusion  of  the  canal 
facilitated.  This  condition  of  things  is  far  more  frequent 
when  there  is  laceration  of  the  perinasum,  the  anterior 
vaginal  wall  becoming  chronically  inflamed,  favouring  the 
production,  first  of  cystocele,  then  of  more  complete 
prolapse. 

When  this  condition  of  things  is  accompanied  by 
weakening  of  the  uterine  ligaments  which  should  retain  the 
organ  in  position,  then  descent  of  the  uterus  and  inversion 
of  the  vaginal  walls  steadily  proceeds. 

Before  proceeding  to  discuss  the  treatment  of  the  con- 
ditions we  must  remember  that  these  displacements  are 
constantly  complicated  with  morbid  changes  in  the  dis- 
placed structures.  Not  only  is  prolapse  often  accompanied 
by  retroversion  and  more  rarely  by  anteflexion,  but  much 
^  more  frequently  is  there  considerable  hypertrophy  of  the 
cervix  or  body  of  the  uterus  due  to  a  chronic  congested 
metritis,  all  the  v/alls  are  thickened  and  indurated,  and  the 
endometrium  is  swollen  and  vascular  (fig.  4).  The  cervix  is 
often  elongated  and  hypertrophied,  due  to  inflammatory  and 
congested  conditions  of  the  parts  (fig.  5) ;  this  may  affect  the 
supravaginal  and  intermediate  portions  so  that  the  canal  is 
often  more  than  double  its  normal  length ;  in  other  cases  the 
infravaginal  portion  of  the  cervix  is  considerably  enlarged 
and  hypertrophied.  In  all  the  conditions  the  mucous  mem- 
brane lining  the  canal  is  much  thickened  and  very  vascular, 
so  that  constant  catarrhal  endometritis,  both  cervical  and 
corporeal,  is  present. 

Treatment. 

With  respect  to  treatment  it  is  obvious  that  our  first 
object  must  be  to  return  the  displaced  organ  to  its  normal 
position,  and  then  to  adopt  measures  to  retain  it  in  position. 

As  a  rule  there  is  little  or  no  difficulty  in  reducing  the 


24 


The  British  GytuBcological  Society 


hernial  condition  ;  in  some  instances,  however,  the  prolapsed 
mass  is  so  swollen  and  congested  that  the  utmost  difficulty 
may  be  experienced ;  in  such  cases  complete  rest  for  a  few 
days  and  the  use  of  hip  baths  will  be  necessary  before 
reduction  can  be  effected.  In  other  cases  peritonitic 
adhesions  may  have  formed  about  the  displaced  viscera,  in 
which  case  great  care  must  be  taken  not  to  use  too  great 
force  or  too  rapid  manipulation.  So  soon  as  the  parts  are 
sufficiently  softened  and  the  bladder  and  rectum  are  emptied, 
one  can  proceed  best  to  reduce  the  parts  by  placing  the 
patient  on  her  side,  having  the  knees  and  thighs  well  tucked 
up,  or  by  placing  her  in  the  genu-pectoral  position,  which 
will  facilitate  the  air  entering  the  vagina. 

Should  any  great  difficulties  present  themselves  I  always 
give  an  anaesthetic,  when  difficulties  in  reduction,  which  may 
have  been  present  before,  often  entirely  disappear. 

Massage. — Massage  has  the  repute  in  many  cases  of 
"being  of  great  service ;  personally  I  have  no  experience  of 
this  point,  but  our  late  President  speaks  favourably  of  this 
form  of  treatment  as  practised  by  Schultze,  while  Thure 
Brandt  has  also  induced  some  members  of  the  profession  to 
adopt  the  practice  as  suggested  by  him.  All  of  those  who 
have  used  this  method  seem  to  be  agreed  that  while  it  may 
lessen  the  frequency  of  surgical  treatment,  yet  it  is  tedious, 
not  quickly  learnt,  and  that  the  application  requires  long 
fingers,  a  supple  hand,  muscular  activity  and  dexterity,  and 
inexhaustible  patience.  In  any  case  this  form  of  treatment, 
in  my  opinion,  can  but  be  of  a  palliative  nature. 

Packing  and  Pessaries. — ^Among  palliative  measures  may 
be  mentioned  the  packing  the  vagina  after  reduction  with 
cotton  wool  or  marine  lint,  the  cotton  wool  being  soaked  in 
glycerine  or  glycerine  and  icthyol  ;  the  object  of  this  is  to 
support  the  uterus  in  position,  and  by  pressure  to  prevent 
absorption  of  inflammatory  deposits.  The  tampons  should 
be  changed  every  three  or  four  days ;  after  a  time,  when  the 
pelvic  congestion  has  been  relieved,  a  well-fitting  pessary 
may  be  inserted.    In  cases  in  which  the  pelvic  floor  is  intact 
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these  may  be  worn  with  advantage,  and  it  must  be  the  aim 
of  the  practitioner  to  adopt  that  form  of  pessary  which  may 
be  the  most  efficient.  In  cases  in  which  retroversion  exists 
I  have  found  the  glycerine  pessary  the  shape  of  a  Hodge, 
with  a  large  glycerine  pad  at  the  upper  end,  most  efficacious, 
in  others  the  ring  pessary  has  answered  admirably  ;  but  for 
permanent  wear  the  Smith-Hodge  or  Thomas  pessary  are,  in 
my  opinion,  the  best.  But  I  am  sure  that  in  no  case  where 
there  has  been  complete  procidentia,  accompanied  by  cysto- 
cele  or  rectocele,  either  together  or  separately,  will  any 
pessary  be  of  use.  In  such  cases,  perhaps,  should  operative 
interference  be  contraindicated,  the  best  form  of  pessary  is 
the  india-rubber  ball  pessary,  which  the  patient  can  intro- 
duce and  blow  up  herself,  or  the  Cutter's  cup-shaped 
pessary,  with  a  stem  terminating  in  a  cup. 

Surgical  Treatment  should  be  had  resort  to  in  all  cases  in 
which  procidentia  is  complete,  and  is  much  to  be  preferred 
to  the  use  of  pessaries,  and  with  this  view  we  must  bear  in 
mind  what  has  been  said  as  to  the  causes  of  the  protrusion. 
It  will  be  necessary  to  take  these  into  consideration,  and 
adopt  measures  for  the  restoration  of  the  parts,  as  far  as 
possible,  to  their  normal  conditions.  The  following  are  the 
main  objects  to  be  attained  : — 

(1)  The  state  of  the  cervix  uteri  should  be  carefully 
examined,  and  where  there  is  much  hypertrophy  amputa- 
tion of  the  cervix  should  be  practised  with  a  view  of  lessen- 
ing the  weight  of  the  organ  and  facilitating  its  complete 
reduction.  At  the  same  time  the  cavity  of  the  uterus  should 
be  curetted. 

(2)  The  perinaeum,  vulva  and  vaginal  walls  should  be 
examined,  and  such  operation  as  appears  to  be  necessary 
for  the  restoring  these  points  of  support  should  be  carried 
out. 

(3)  The  shortening  of  the  ligaments  that  suspend  the 
uterus  and  which  have  become  weakened  and  lengthened. 

(4)  Hysteropexy,  either  through  the  vagina  or  abdomen. 

(5)  Hysterectomy. 
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When  the  cervix,  as  so  often  is  the  case,  is  found  to  be 
hypertrophiedy  it  will  be  always  advisable  to  amputate  the 
hypertrophied  portion  or  some  portion  of  it ;  it  may  be  that 
one  or  both  lips,  or  the  entire  infra-vaginal  portion,  has  to 
be  removed.  In  doing  this  care  should  be  tsiken,  especially 
in  women  who  have  not  reached  thb  menopause,  to  take 
precautions  to  cut  out  a  wedged-shaped  piece  of  each  lip, 
allowing  thereby  the  edges  of  the  mucous  membrane  of  the 
vagina  and  cervix  to  be  united  over  the  cut  surfaces,  so  • 
keeping  the  uterine  canal  patent.  The  body  of  the  uterus 
should  be  curetted  and  fuming  nitric  acid  applied.  A  sound 
should  be  introduced  into  the  bladder  to  serve  as  a  guide  to 
the  surgeon  when  removing  the  hypertrophied  cervix,  and 
it  must  not  be  forgotten  that  often  the  folds  of  peritoneum 
are  prolonged  downwards  both  anteriorly  and  posteriorly. 
To  avoid  wounding  these  the  point  of  the  knife  or  scissors — 
I  prefer  the  latter — should  be  always  kept  directed  to  the 
part  to  be  removed. 

The  next  step  to  be  taken  is  to  restore  any  injury  that 
may  exist  of  the  pelvic  floor,  first  as  regards  the  perinseum, 
secondly  as  regards  the  pudendal  aperture,  and  thirdly,  as 
regards  the  vaginal  walls. 

It  is  obvious  that  should  the  perinseum  be  torn  either 
partially  or  completely  this  must  be  repaired  if  any  hope  is 
entertained  of  completing  a  cure ;  to  accomplish  this  I  think 
all  will  agree  that  no  operation  is  so  successful  as  that  first 
proposed  by  the  late  Maurice  Colles  of  the  Meath  Hospital, 
Dublin,  and  subsequently  carried  out  and  perfected  by  Tait, 
viz.,  the  flap-splitting  operation. 

In  those  cases  also  in  which  there  has  been  no  direct 
laceration,  yet  when  the  muscular  and  fascial  tissues  have 
only  been  torn,  while  there  is  no  cicatrix  of  the  skin  or 
mucous  membrane,  it  will  be  necessary  to  dissect  off  a  large 
wedge-shaped  piece  of  the  mucous  membrane  and  by  deep 
sutures  bring  the  torn  muscular  and  fascial  tissues  intimately 
into  apposition,  leaving  the  sutures  in  a  sufficiently  long 
time  to  assure  perfect  union.    When  the  vaginal  walls. 
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which  in  all  extreme  cases,  accompanied  by  cystocele  or 
rectocele  or  both,  are  very  much  thickened  or  stretched, 
means  must  be  adopted  for  narrowing  the  hernial  canal ;  it 
must  not  be  forgotten,  however,  that  the  mere  narrowing  of 
this  canal  and  repairing  the  perinaeum  will  not  in  them- 
selves prevent  recurrence  of  the  protrusion,  which  is  also 
due  to  changes  which  have  taken  place  in  the  uterus  and  its 
ligaments,  but,  on  the  other  hand,  unless  the  canal  is  con- 
siderably constricted  all  methods  which  might  be  adopted 
for  fixing  up  the  uterus  would  be  abortive. 

Colpo-perineoplasty. — Numerous  ways  for  causing  contrac- 
tion of  this  canal  have  been  suggested.  The  creating  of  a 
circular  ulcer  by  means  of  the  actual  cautery,  thus  pro- 
ducing a  cicatrical  ring,  have  been  practised,  but  with  no 
very  encouraging  results.  I  have  adopted  in  some  cases 
the  plan  of  using  the  actual  cautery  ;  making  deep  longi- 
tudinal eschars  radiating  from  the  cervix  to  the  vulva,  as 
many  as  six  or  eight,  these  extending  the  whole  length  of 
the  vaginal  walls  ;  this  method  certainly  has  a  very  marked 
effect  in  reducing  the  calibre  of  the  vagina,  it  has,  moreover, 
I  think,  distinct  advantages  over  the  plan  of  dissecting  long 
strips  of  mucous  membrane  from  the  vagina  and  uniting 
them  by  continuous  sutures  as  practised  by  Martin.  The 
same  object  may  be  attained  in  cases  of  retroversion,  and 
distinct  advantage  gained  by  dissecting  a  longitudinal 
diamond-shaped  strip  of  mucous  membrane  off  the  anterior 
wall  of  the  vagina  and  suturing  this.  This  dissection 
should  begin  close  to  the  cervix  uteri,  widening  as  it  goes 
down  till  in  the  middle  the  entire  breadth  of  the  wall  is 
denuded  of  its  mucous  membrane,  and  narrowing  again  as 
it  comes  down  towards  the  urethral  orifice.  A  continuous 
catgut  suture  closes  the  wound  in  stages.  Introduced  at 
the  urethral  end,  it  narrows  the  raw  surface  as  it  is  carried 
from  side  to  side  till  it  reaches  the  cervical  end;  as  it  is 
carried  down  again  towards  the  lower  extremity  it  brings 
the  sides  of  the  wound  together  near  the  mucous  membrane 
at  its  widest  part ;  and  in  its  third  stage  as  it  is  again  passed 


28  The  British  Gynecological  Society 


upward,  it  will  bring  together  the  mucous  membrane  at  the 
margins.  I  agree  with  Simpson  when  he  says  this  opera- 
tion narrows  the  anterior  wall,  constricts  the  vaginal  canal 
throughout  its  length,  and  when  conjoined  with  perinaeal 
repair,  gives  the  surest  hope  of  a  radical  cure  in  the  great 
run  of  cases  of  prolapsus  uteri.  Numerous  operations  for 
colpo-perineoplasty  have  been  suggested  by  Hegar,  Martin, 


Fig.  6. — Gastro  hysteropexy ;  fundus  fixed  to  abdominal  parieties ;  sacculated 
vagina  drawn  up  in  Douglas'  pouch,  and  fixed  to  sacral  peritoneum,  restoring 
the  utero-sacral  ligament. 

Tait,  Dol6ris,  Bischoff  and  other  gynaecologists,  but  they  all 
aim  at  the  same  end,  and  it  is  needless  to  weary  you  with 
them.  Suffice  it  to  say  that  every  case  must  be  dealt  with 
on  its  merits,  and  the  surgeon  must  use  his  own  judgment 
as  to  what  form  of  operation  he  will  adopt  in  any  special 
case. 

The  third  indication  in  treatment  is  that  of  shortening 
the  ligaments  which  suspend  the  uterus  or  of  adopting 
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some  form  of  operation  for  its  suspension.  The  shortening 
of  the  round  ligament  was  first  introduced  into  this  country 
by  Alexander  and  Adams,  and  the  operation  is  commonly 
known  as  Alexander's  operation.  Doubtless  in  many  cases 
of  retroversion  in  which  there  are  no  adhesions  this  is  a 
very  simple  and  good  operation,  but  in  cases  of  prolapsus, 
where  the  whole  of  the  uterine  ligaments  are  relaxed,  this 
measure  by  itself  is,  in  my  opinion,  quite  inadequate,  and  I 
am  strongly  of  opinion  that  nothing  short  of  vaginal  or 
abdominal  hysteropexy  will  be  of  any  service.  Of  colpo- 
hysteropexy,  however,  I  have  had  but  little  experience,  and 
I  am  strongly  in  favour  of  opening  the  abdomen  and  being 
guided  by  the  state  of  the  uterus  and  its  ligaments.  I  think 
this  operation  is  better  if  for  no  other  reason  than  that  you 
can  deal  with  any  adhesions  which  may  exist,  you  have  a 
thoroughly  good  view  of  all  the  parts,  and  if  the  patient  is 
placed  in  Trendelenburg's  position  and  Doyen's  retractor 
used,  the  conditions  of  all  the  ligaments  can  be  ascer- 
tained. 

Gastro-hysteropexy,  as  usually  performed,  is,  I  consider, 
insuflBcient  to  retain  the  uterus  in  place.  In  the  first  place, 
if  the  surgeon  trust  merely  to  fixing  the  uterus  to  the  abdo- 
minal wound  he  will  find,  notwithstanding  he  may  have 
either  previously  or  as  a  secondary  operation  repaired  the 
points  of  support  in  the  vagina  and  perinaeum,  that  the 
uterus,  merely  from  its  own  weight,  will  gradually  drop  and 
become  elongated,  the  peritoneal  attachment  to  the  abdo- 
minal parieties  will  stretch,  and  matters  in  many  cases  in 
time  become  as  bad  as  before  the  operation.  It  is  abso- 
lutely necessary  at  the  same  time  as  the  uterus  is  fixed  to 
the  abdomen  to  attend  to  the  ligaments  of  the  uterus.  The 
round  ligaments  should  be  shortened  by  doubling  them 
upon  themselves  and  fixing  with  silk  sutures.  In  cases  of 
complete  procidentia  in  which  the  peritoneum  in  Douglas's 
pouch  is  prolonged  quite  through  the  vulva,  the  sacro- 
uterine ligaments  which  have  become  much  elongated 
should  be  restored  by  drawing  up  the  posterior  fornix  of  the 
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vagina  and  fixing  the  peritoneum  covering  it  to  the  posterior 
wall  of  the  uterus  and  to  the  parietal  peritoneum  lining  the 
sacrum.  If  necessary  a  fold  or  tuck  may  be  made  in  each 
broad  ligament,  and  in  cases  of  cystocele  the  bladder  may 
be  drawn  up  and  stitched  to  the  peritoneum  covering  the 
uterus. 

One  word  as  to  the  method  of  fixing  the  uterus  to  the 
parieties,  as  I  consider  this  important.  The  usual  plan 
adopted  is  to  pass  one  or  two  sutures  through  the  fundus 
of  the  uterus  at  its  upper  point  and  fixing  it  to  the  parietal 
peritoneum.  This  I  consider  wrong,  and  not  based  upon 
scientific  principles,  for  by  doing  so  the  uterus  is  kept  in 
more  or  less  a  vertical  position,  which  is  not  a  correct  one. 
The  uterus  should  be  restored  to  its  normal  horizontal 
position  as  much  as  practicable ;  this  can  only  be  done  by 
passing  a  couple  of  sutures  about  half  an  inch  below  the 
fundus  on  its  posterior  aspect,  and  passing  the  sutures, 
which  should  be  of  fine  silk,  as  near  to  the  pubes  as  prac- 
ticable, the  sutures  being  passed  through  the  fascia  and  recti 
muscles  so  as  to  have  a  good  firm  hold,  and  not  allow  of 
any  separation  of  the  peritoneum. 

If  this  plan  of  procedure  is  properly  carried  out  I  think 
we  shall  attain  as  nearly  as  possible  to  a  radical  cure  of  the 
disease. 

Hysterectomy. — The  final  plan  of  treatment,  viz.,  hysterec- 
tomy, is  very  rarely  requisite,  but  in  some  old  women,  in 
whom  the  uterus  is  found  to  be  quite  outside  the  vulva,  the 
OS  ulcerated  and  great  pain  existing,  I  think  that  hysterec- 
tomy is  the  best  practice,  as  the  operation  itself  causes  but 
very  little  shock  to  the  patient  and  the  organ  being  useless 
as  an  organ,  there  can  be  no  reason  why  the  patient  should 
not  be  relieved  from  her  suffering  with  the  least  possible 
risk  to  her  life. 

I  have  purposely  in  the  scope  of  this  paper  avoided 
alluding  to  the  practice  of  other  gynaecologists,  but  have 
based  my  remarks  solely  upon  cases  that  have  come  under 
my  own  observation.    I  have  no  doubt  that  some  of  my 
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views  are  open  to  criticism,  but  I  am  still  open  to  learn 
and  to  listen  to  any  improvements  in  surgical  procedure  or 
other  form  of  treatment  which  others  have  found  to  be  of 
service  in  relieving*  women  who  may  be  suffering  from  this 
most  distressing  and  troublesome  ailment. 
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BRITISH  GYNECOLOGICAL  SOCIETY. 
Thursday,  March  14,  1901. 
J.  A.  MANSELL-MOULLIN,  M.R.C.P,,  President,  in  the  Chair. 

Specimens. 

Panhysterectomy  performed  during  Pregnancy,  the 
Pelvis  being  blocked  by  a  Myoma.  By  F.  Edge, 
M.D.,  F.R.C.S.  (Wolverhampton).  - 

Mr.  Edge  was  unable  to  show  part  of  the  specimen 
owing  to  its  condition.  The  patient,  who  had  been  sent  to 
him  by  Dr.  Willis,  of  Brewood,  was  37  years  of  age,  and 
had  had  six  children.  She  had  not  menstruated  for  six 
months,  and  complained  of  great  difficulty  with  the  bowels, 
irritability  of  the  bladder,  and  weight  in  the  pelvis. 

On  examination. — ^The  usual  signs  of  pregnancy  were 
present,  and  the  abdominal  tumour  corresponded  in  size 
with  the  duration  of  amenorrhoea. 

Per  vaginam. — A  large  rounded  mass,  the  size  of  a  foetal 
head  at  term,  occupied  the  position  of  the  posterior  cervical 
lip  ;  the  anterior  lip  being  drawn  up  in  front  of  it. 

Per  rectum. — The  tumour  was  ascertained  to  be  connected 
with  the  cervix  and  the  lower  segment  of  the  uterus.  The 
patient  having  six  children  and  living  seven  miles  from  a 
railway  station,  labour  might  have  set  in  at  any  moment 
under  inconvenient  circumstances,  and  the  operation  would 
have  been  more  severe  if  postponed  till  term,  inasmuch  as 
the  growth  would  have  been  larger  and  the  haemorrhage 
greater.  He  therefore  felt  justified  in  advising  immediate 
operation. 
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The  abdomen  was  opened  and,  after  enucleation  of  the 
nayoma,  panhysterectomy  was  performed. 

The  patient  made  a  good  recovery,  and  six  months  later 
was  well  and  strong. 

Howard  Kelly,  in  order  to  avoid  the  dangers  to  which 
the  rectum  and  sigmoid  flexure  are  exposed  during  the 
removal  of  a  myomatous  tumour  from  the  posterior  cervical 
wall,  modifies  his  usual  procedure  in  such  cases  thus — he 
ligatures  and  divides  the  ovarian  vessels  on  the  side  which 
is  most  accessible,  ties  the  corresponding  round  ligament, 
divides  the  vesico-uterine  fold  of  peritoneum,  separates  the 
bladder,  opens  up  the  broad  ligament,  and  secures  the 
uterine  artery.  He  next  amputates  the  cervix,  clamps  the 
uterine  artery,  ovarian  vessels,  and  round  ligament  on  the 
other  side,  and  then  ligatures  them.  Finally,  he  removes 
the  myoma  by  unrolling  it  from  below  and  in  front. 

In  this  particular  case  the  position  and  size  of  the  tumour 
would  have  rendered  it  difficult,  if  not  impossible,  to  reach 
the  cervix.  Enucleation  through  the  posterior  wall  of  the 
uterus  was,  therefore,  probably  the  simpler  operation ;  the 
rectum  being  under  direct  observation  and  injury  to  it  being 
carefully  avoided. 

A  very  striking  point  in  connection  with  the  specimen 
was  that  the  shrinkage,  produced  by  its  immersion  in  spirit, 
had  rendered  it  almost  impossible  to  detect  in  the  posterior 
wall  of  the  uterus  the  site  which  had  been  occupied  by  the 
myoma. 

Mr.  Ryall  showed  a  fibromyoma  (multiple)  removed 
by  abdominal  hysterectomy  from  a  widow,  aged  45  (?), 
married  twenty-two  years,  no  children.  Patient  had  fallen 
three  years  before  and  "knocked  her  stomach,"  and  had 
felt  more  or  less  continuous  pain  in  the  lower  part  of  the 
abdomen  since  that  time.  A  year  later  she  noticed  a  lump 
about  the  size  of  an  egg,  which  had  become  gradually  larger, 
but  had  grown  much  more  rapidly  during  the  previous  three 
or  four  months.  Her  menses  had  been  regular,  not  exces- 
sive, and  never  lasted  more  than  six  or  seven  days.  She 
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suffered  from  "dragging"  pain,  especially  on  the  left  side, 
with  occasional  paroxysms  of  greater  severity.  There  had 
t>een  no  trouble  with  micturition,  and  the  bowels  were  quite 
regular.  The  patient  was  well  nourished,  and  neither  anaemic 
nor  cachectic.  The  abdomen  was  regularly  enlarged  and 
about  the  siza  of  a  full  pregnancy.  A  large,  hard,  central 
tumour,  connected  with  the  uterus,  extended  about  one  inch 
above  the  umbilicus.  On  either  side  a  smaller  tumour  could 
be  felt,  which — especially  that  on  the  left  side — appeared  to 
be  separate  from  the  central  one.  There  were  two  other 
small  tumours  above  the  umbilicus,  which  were  more  inti- 
mately attached  to  the  central  mass.  The  cervix  was  drawn 
upwards ;  the  fornices  were  free ;  and,  bimanually,  the 
association  of  the  tumour  with  the  uterus  was  confirmed. 

Operation. — On  February  8,  1901,  Mr.  Ryall  performed 
abdominal  hysterectomy  (supravaginal).  The  incision  ex- 
tended from  the  pubes  to  within  a  short  distance  of  the 
ensiform  cartilage.  The  tumour,  which  was  drawn  out 
with  a  myoma  screw,  consisted  of  a  large  central  and 
several  smaller  attached  masses,  two  of  which  had  dis- 
tinct pedicles,  and  were  fixed  by  adhesions  among  the 
intestines.  The  adhesions  were  divided,  the  broad  liga- 
ments ligatured,  an  incision  made  through  the  cervix, 
which  was  normal  in  size,  and  the  whole  tumour  re- 
moved. The  round  ligamerfts  were  much  hypertrophied. 
The  left  ovary,  being  diseased,  was  removed.  The  peri- 
toneum was  sewn  over  the  raw  edges  of  the  broad 
ligaments,  the  stump  covered  in,  and  the  anterior  and 
posterior  edges  of  the  peritoneum  brought  together  by  a 
continuous  suture.  The  patient  suffered  a  good  deal  from 
shock,  and  had  5  min.  of  liq.  strychnin,  injected  hypo- 
dermically  before  leaving  the  operating  table. 

Progress. — February  9  (day  following  operation). — Tem- 
perature 99•4^  pulse  112.  February  10. — Had  gr.  5  of 
hydrarg.  subchlor. ;  bowels  well  opened,  temperature  98*6°, 
palse  100.  From  February  10  to  February  21. — Temperature 
ranged  from  98*4*'  to  ioo*4° ;  patient  quite  comfortable  ;  no 
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distension  ;  no  abdominal  tenderness ;  bowels  acting  quite 
comfortably ;  slight  purulent  discharge  from  vagina,  appa- 
rently coming  from  the  stump  of  the  cervix. 

February  21. — Discharge  more  profuse  from  stump. 

February  21  to  26. — ^Temperature  98*4*  to  100° ;  no  un- 
toward symptoms. 

February  26. — Evening  temperature  100*2°,  pulse  no,  no 
pain,  distension  or  tenderness.  Bimanually,  a  large  mass  of 
inflammatory  exudation  was  felt,  occupying  the  right  side  of 
Douglas'  pouch,  and  extending  upwards  so  as  to  be  felt  in 
the  iliac  fossa  just  above  Poupart's  ligament.  It  was  not 
tender  on  manipulation,  and  -there  was  no  fluctuation. 
Under  hot  vaginal  douching  three  times  a  day  this  gradu- 
ally disappeared,  temperature  remained  at  101°  to  io2«  for 
three  days,  and  then  fell  to  gg"*  at  night,  being  normal 
in  the  morning. 

March  11. — Patient  was  allowed  up. 

Mr.  J.  FuRNEAUX  Jordan  showed  a  specimen  of  myoma 
of  the  uterus  (invading  the  broad  ligament),  with  hydrosal- 
pinx. The  specimen  consisted  of  the  uterus,  containing  in 
its  interior  a  submucous  fibroid  and  in  its  outer  wall  a  small 
subperitoneal  fibroid,  and  of  a  large  myoma  growing  from 
the  left  side  of  the  uterus.  Spread  out  on  the  top  of  this  was 
a  large  pear-shaped  hydrosalpinx.  The  operation  performed 
was  that  of  combined  hysterectomy.  On  the  left  side  the 
fibroid  was  enucleated  from  the  broad  ligament,  and  the 
ligatures  placed  outside  the  appendages.  On  the  right  side 
the  appendages  were  not  removed,  the  ligatures  being  placed 
inside  them.  A  gauze  drain  was  carried  into  the  vagina. 
The  patient  was  aged  39,  married  twenty-two  years ;  two 
children,  youngest  aged  20.  For  the  last  two  years  had 
suffered  from  severe  haemorrhage,  and  for  five  months  before 
the  operation  (on  January  17  last)  the  loss  had  never  ceased. 
Latterly  there  had  been  considerable  pain.  She  was  very 
stout,  had  a  small,  rapid,  feeble  pulse,  and  was  absolutely 
blanched  from  the  haemorrhage.  Her  convalescence  was 
impeded  a  little  by  a  stitch  abscess.  At  the  present  time  she 
Mras  quite  well. 
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Dr.  Macnaughton-Jones  showed  the  following  speci- 
mens : — 

(i)  Carcinomatous  Tumour  of  the  Ovary- 
Operation. 

Patient,  aged  52,  married.  Nullipara.  Had  had  severe 
pelvic  pain  for  three  months.  Of  late  unable  to  sit.  Great 
difficulty  with  the  bowel,  and  also  constant  passing  of  urine. 
Had  to  lie  on  her  face  and  hands  to  avoid  pain.  Consulted 
no  medical  man  until  a  fortnight  before  he  saw  her.  The 
patient's  father  died  of  cancer,  at  the  age  of  67.  On 
examination  he  found  a  tumour  occupying  the  pelvis,  im- 
movable, indistinguishable  from  the  uterus,  also  felt  supra- 
pubically.  Examined  through  the  rectum  it  was  hard  and 
immovable.  The  os  uteri  was  displaced  upwards  and 
forwards.  It  was  extremely  difficult  to  determine  whether 
the  tumour  was  ovarian  or  uterine,  and  he  leaned  rather  to 
the  view  that  it  was  the  latter,  and  feared  from  the  history 
and  apparent  rapidity  of  growth  that  it  was  malignant.  He 
operated  on  February  21,  making  a  free  incision,  the  patient 
being  in  the  extreme  Trendelenberg  position.  On  opening 
the  peritoneum  some  ascitic  fluid  escaped,  and  he  found  the 
bladder  considerably  elevated  out  of  the  pelvis  and  adherent 
to  the  parietal  peritoneum.  The  whole  omentum  was 
studded  with  carcinomatous  masses.  On  passing  his  hand 
into  the  pelvis  he  found  its  entire  cavity  filled  with  a  bossy 
tumour  reaching  behind  the  uterus,  but  evidently  growing 
from  the  right  ovary,  and  adherent.  With  a  little  trouble  he 
separated  the  adhesions  and  delivered  the  tumour,  which 
was  ligatured  off.  The  uterus  and  other  ovary  were  healthy. 
There  was  some  trouble  in  ligaturing  off  the  torn  adhesions 
at  the  bottom  of  the  pelvis,  but  in  the  position  he  had  men- 
tioned and  with  a  good  light  this  was  accomplished.  As 
the  entire  omentum  was  carcinomatous  he  did  not  attempt 
removal,  simply  replacing  it  and  closing  the  abdomen  with 
a  single  layer  of  sutures.  The  course  of  her  convalescence 
had  been  uninterrupted.     This  was  the  third  case  of 
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czu-cinomatous  infection  of  the  omentum  from  ovarian 
carcinoma  that  he  had  seen  within  a  year.  In  the  other  two 
cases  only  exploratory  incisions  were  made.  The  first  was  a 
woman  advanced  in  life.  She  lived  some  six  months  after 
the  exploratory  incision.  Both  the  bowel  and  omentum 
were  all  studded  over  with  carcinomatous  nodules.  The 
second  was  a  woman  aged  54,  and  here  again  there  was  a 
large  carcinomatous  ovarian  mass  infecting  both  the  omen- 
tum and  bowel,  and  causing  ascites.  The  exploratory  oper- 
ation was  performed  on  September  20.    She  was  still  alive. 

(2)  Large,  Bleeding  Multiple  Myoma— Hysterectomy 
AT  THE  Menopause. 
The  patient,  aged  54,  multipara,  youngest  child  24, 
had  suffered  for  a  considerable  time  from  excessive 
menorrhagia,  and  of  late  from  severe  metrorrhagia.  Con- 
sulted Dr.  Macnaughton-Jones  early  in  January.  Being 
averse  to  examination  she  had  had  no  advice  for  the  tumour, 
though  it  had  been  accidentally  discovered  when  much 
smaller,  by  a  physician,  six  years  previously.  When  Dr. 
Macnaughton-Jones  saw  her  her  appearance  was  blanched 
and  her  face  puflFy.  There  was  a  haemic  murmur,,  and  her 
general  condition  as  unpromising  as  could  be  conceived  for 
operation.  Her  urine  was  normal.  There  was  little  disturb- 
ance of  either  bladder  or  bowel.  He  put  her  through  a 
course  of  feeding,  with  rest,  during  which  time  he  observed 
a  catamenial  period,  which  lasted  a  week.  The  haemorrhage 
was  again  most  profuse  and  alarming.  He  operated  by 
supravaginal  hysterectomy  on  February  25,  and  the  tumour, 
weighing  nearly  seven  pounds,  was  removed.  The  operation 
was  complicated  by  the  opening  of  a  large  venous  sinus  in 
the  broad  ligament,  which  communicated  with  a  distended 
venous  sac  on  the  surface  of  the  tumour.  This,  however, 
was  controlled  by  digital  pressure  and  clamp.  The  course 
of  convalescence  had  been  uninterrupted.  Before  operation 
the  patient  was  blanched  by  the  previous  haemorrhages.  It 
is  noteworthy  that  the  tumour  developed  and  grew  during 
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the  menopause.  Examination  of  the  tumour  revealed  a 
greatly  dilated  canal  and  an  enormous  number  of  develop- 
ing myomatous  nodules  of  varying  sizes. 

(3)  Case  of  Primary  Miliary  Tuberculosis  of  the 

Breast. 

The  patient,  aged  31,  seen  in  consultation  with  Dr. 
Ensor,  of  Ladbroke  Grove,  married  five  years  ago,  and  had 
had  three  pregnancies.  Last  labour  fourteen  months  pre- 
viously. Nursed  each  child  almost  entirely  with  the  right 
breast.  Had  very  little  secretion  at  any  time  from  the  left. 
She  did  not  complain  of  pain  until  December,  1900.  She 
then  ascribed  it  to  a  cold,  and  at  the  same  time  she  noticed 
a  swelling  in  the  breast. 

Family  history. — Mother  died  of  ascites,  aged  50.  Father 
alive  and  in  good  health,  aged  65.  Five  brothers  living  and 
healthy.  One  brother  died,  aged  34,  and  a  sister,  aged  31, 
of  phthisis.  The  patient  had  always  had  a  depressed  nipple. 
On  examination  he  found  a  uniform  hardness  involving  the 
greater  part  of  the  gland.  The  nipple  was  much  retracted. 
The  tumour  was  somewhat  painful  on  pressure.  No  en- 
largement of  the  axillary  glands  could  be  detected. 

The  breast  was  amputated  on  January  28,  and  recovery 
followed  with  primary  union.  Careful  exploration  did  not 
detect  any  involvement  of  the  gland. 

The  following  is  the  pathological  report  furnished  by 
Mr.  Targett  :— 

"  The  specimen  consists  of  a  large  and  fatty  breast  with 
a  much  retracted  nipple.  On  vertical  section  through  the 
nipple  the  mammary  substance  is  much  harder  than  normal, 
and  the  cut  surface  is  marked  by  numerous  small  yellow 
foci.  At  one  spot,  about  two  inches  from  the  nipple,  there 
is  a  small  abscess  with  flocculent  lining  membrane.  Sections 
were  taken  from  the  indurated  breast  in  the  vicinity  of  this 
abscess. 

The  main  ducts  in  the  nipple  are  dilated  and  filled  with 
inspissated  secretion. 


Section  of  Mammary  Tumour, 
X  200. 

Miliary  Tuberculosis  {see  description^  /.  38). 
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"  Microscopical  sections  show  foci  of  inflammatory  tissue 
in  and  around  the  lobules  of  glandular  substance. 

**This  tissue  is  crowded  with  giant-cells,  as  well  as  with 
the  giant-cell  systems  of  miliary  tubercles.    Some  foci  are . 
breaking  down  into  small  abscesses,  and  the  small  ducts  are 
distended  with  secretions." 

Velpeau,  in  speaking  of  tuberculous  tumours  of  the 
breast,  says  that  they  have  never  been  exactly  described, 
either  because  they  are  rare  or  because  they  are  generally 
combined  with  other  morbid  changes.  Again  he  says,  "  If 
we  speak  of  tuberculous  masses  strictly  so  called,  they  must 
be  of  extreme  rarity,  and  can  be  met  with  only  in  women 
who  have  tubercle  in  other  organs."  Again,  "  I  have  never 
met  in  the  breast  with  genuine  idiopathic  tuberculous 
tumours  comparable  to  glandular  tumours."  Velpeau  de- 
scribed three  varieties  of  mammary  tubercle — disseminated 
tubercle,  multiple  lymphatic  tumours,  and  purulent  lymphatic 
tumours,  and  evidently  regarded  the  tumour  of  the  nature 
of  that  shown  as  extremely  rare,  looking  on  tuberculous 
disease  of  the  mammary  gland  as  invariably  associated  with 
similar  degenerations  elsewhere  in  the  body  and  in  the 
lymphatic  glands  of  the  axilla.  In  the  only  case  Velpeau 
instances  in  which  he  removed  a  breast  when  there  were  no 
such  evidences  of  tuberculous  disease  elsewhere  nor  in  the 
glands,  it  broke  out  in  different  situations  a  few  months 
after  the  breast  was  removed. 

Mr.  Marmaduke  Sheild,  whose  classical  work  on  "  Diseases 
of  the  Breast"  was  well  known,  writing  to  Dr.  Macnaughton- 
jones  on  the  subject,  said  :  "  Tuberculous  tumours  of  the 
mammae  are  very  rare.  Usually  they  are  present  as 
breaking-down  masses,  with  sinus  and  abscess  formation, 
and  the  axillary  glands  are  almost  invariably  infected." 
The  instances  Mr.  Marmaduke  Sheild  had  seen  of  primary 
tubercle  of  the  breast  had  evidently  had  other  evidences 
of  lymphatic  disease  present. 

Professor  Watson  Cheyne  wrote  :  "  Tuberculosis  of  the 
mammae  is  certainly  rare,  though  perhaps  some  of  the  sup- 
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posed  simple  masses  of  mastitis  are  tuberculous.  So  far  as 
I  can  remember,  the  majority  of  the  cases  1  have  seen,  1 
think,  were  primary  in  the  breast,  but  these  were  few." 

Mr.  Shattock  wrote  that  he  had  never  seen  a  case  of 
miliary  tubercle  of  the  breast. 

Mr.  Targett,  on  the  other  hand,  considered  that  tubercu- 
losis of  the  mammary  gland  was  much  more  common  than 
was  supposed,  and  he  was  of  opinion  that  clinically  it 
escaped  notice.  This  was  his  view  from  the  examination  of 
several  hundred  mammary  tumours. 

(4)  Large  Angioma  of  the  Liver  Simulating  Movable 
Kidney — Operation. 

The  patient,  aged  27,  was  married,  and  had  had  three 
children,  the  youngest  being  17  months  old.  She  was  seen 
in  consultation  with  Dr.  J.  J.  Redfern,  of  Croydon.  She 
complained  of  ovarian  pain,  and  she  had  a  large  and  par- 
tially prolapsed  uterus,  for  which  she  was  wearing  a  support, 
and  also  regarding  an  abdominal  tumour  occupying  the 
right  hypochondrium  and  part  of  the  lumbar  region.  She 
first  noticed  the  abdominal  swelling  more  than  a  year  pre- 
viously. She  suffered  occasionally  from  great  pain,  which 
radiated  across  the  abdomen  and  down  to  the  inguinal 
region.  At  times  there  had  been  vomiting.  Walking  or 
sitting  for  any  length  of  time  caused  pain,  which  she  also 
suffered  in  the  recumbent  posture.  Of  late  she  had  lost 
weight  rapidly. 

On  examination  Dr.  Macnaughton-Jones  found  a  large 
retroverted  uterus  with  adnexal  swellings  at  both  sides. 
The  abdominal  tumour  was  very  movable,  apparently  asso- 
ciated with  the  liver,  but  also  closely  simulating  a  movable 
kidney,  and  difficult  to  diagnose  from  it.  As  the  abdominal 
tumour  was  a  most  urgent  feature  in  her  case,  he  advised 
exploration  with  a  view  to  removal  if  possible.  On  its 
exposure  it  proved  to  be  a  tumour  of  the  liver  of  consider- 
able size,  irregularly  shaped,  somewhat  lobulated,  and  very 
dark.    It  was  nodular  in  parts,  and  his  impression  was  that 
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its  nature  was  malignant.  Its  base  was  gradually  ligatured 
off  by  passing  Deschamp's  needles,  armed  with  strong  silk 
ligatures,  through  it,  thus  isolating  it,  and  ligaturing  the 
tumour  in  sections  as  it  was  divided,  finally  clamping  the 
pedicle  until  it  was  completely  secured  by  sutures.  It  was 
thus  removed  with  comparatively  little  loss  of  blood.  The 
pedicle  was  then  packed  above  and  below  with  iodoform 
gauze.  There  was  considerable  collapse  during  the  opera- 
tion, and  saline  sub-mammary  injections  were  used,  and 
also  stimulating  enemata,  with  sulphuric  ether  and  strych- 
nine injections.  With  these  she  rallied.  Two  hours  after 
the  operation  he  removed  the  superficial  dressings  and 
found  no  cause  for  disturbing  the  wound.  She  never, 
however,  recovered  from  the  shock,  and  notwithstanding 
every  means  that  could  be  used,  including  the  free  employ- 
ment of  artificial  serum,  she  sank  eighteen  hours  after  the 
operation. 

The  report  of  Mr.  J.  H.  Targett  was  as  follows: — 
"  The  specimen  consists  of  a  lobulated  tumour,  some- 
what cubical  in  shape,  and  measures  3^  inches,  x  3 
inches,  X  2^^  inches.  It  is  situated  in  the  free  margin  of 
the  liver,  immediately  to  the  right  of  the  gall-bladder,  and 
projects  more  on  the  deep  than  on  the  convex  surface  of 
the  liver.  Superiorly  the  specimen  shows  some  deep 
fissures  from  lateral  pressure,  and  the  yellow  hepatic  sub- 
stance is  mottled  with  extensive  areas  of  dark  brown 
growth.  Inferiorly  the  tumour  has  a  coarse  nodular 
outline,  and  the  surface  is  similarly  mottled  with  yellow 
and  dark  brown  patches.  On  section  the  tumour  has  a 
spongy  structure  ;  its  outline  is  distinct  in  consequence 
of  its  colour,  and  areas  of  unabsorbed  hepatic  tissue  are 
visible  at  the  periphery  of  the  neoplasm.  Histologically 
the  growth  is  an  angioma  of  the  liver,  and  there  is  no 
evidence  of  malignant  disease  in  it.  Its  structure  consists 
of  irregular  spaces  lined  with  endothelium,  and  separated  by 
strands  of  soft  nucleated  fibrous  tissue,  in  which  no  traces  of 
unstriped  muscle  can  be  found.    Some  of  the  larger  spaces 
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contain  thrombi  in  process  of  organisation.  The  older 
parts  of  the  fibrous  stroma  are  becoming  hyaline  and  denu- 
cleated,  while  in  the  advancing  margin  the  capillary  vessels 
are  very  numerous,  and  the  stroma  is  scanty.  While  small 
angiomata  are  not  uncommon,  a  tumour  of  this  size  is  very 
rare." 

Eiselberg  and  Rosenthal,  the  former  in  1893  (recorded 
by  J.  H.  Waring,  "Disease  of  the  Liver,  Gall-bladder,  &c.," 
^897)*  removed  a  tumour  weighing  470  grammes.  In  this 
case  there  was  such  severe  haemorrhage  that  the  incision 
was  carried  through  the  healthy  tissue  beyond  the  margins 
of  the  growth,  and  the  thermo-cautery  was  used  to  effect  its 
separation.  In  the  case  operated  upon  by  Rosenthal,  1893^ 
also  recorded  by  Waring,  the  tumour  was  pedunculated,  and 
capable  of  being  isolated  by  an  elastic  ligature  around  the 
pedicle  at  its  attachment  to  the  liver.  In  consequence  there 
was  very  little  haemorrhage. 

Dr.  Macnaughton-Jones,  in  reply  to  a  question  by  Dr. 
Heywood-Smith  regarding  the  mammary  tumour,  said,  that 
though  on  microscopical  examination  of  the  mammary 
gland  which  he  had  removed,  true  giant  cells  and  other 
evidence  of  miliary  tuberculosis  had  been  found,  there  was 
no  evidence  of  tubercular  disease  in  the  lungs  or  elsewhere. 
The  association  of  primary  tubercle  of  the  breast  with 
similar  disease  of  other  organs  did  not  appear  to  be  ade* 
quately  dealt  with  by  authors  on  the  subject,  and  he  had 
consequently  written  to  the  authorities  whom  he  had  quoted 
to  ascertain  their  views. 

An  important  point  which  the  carcinoma  case  illustrated 
was,  that  a  tumour  of  the  abdomen,  the  nature  of  which  was 
uncertain,  might  be  malignant,  and  it  was  well  to  bear  this 
in  mind  when  advising  a  woman  that  she  might  forego 
operation  with  safety. 

Referring  to  the  myoma  specimen,  he  said  that  no  more 
unfavourable  case  for  operation  could  have  been  selected, 
and  the  case  showed  that  whatever  the  health  of  a  woman 
who  suffered  from  such  a  tumour  be,  she  should  be  operated 
upon  rather  than  permitted  to  die. 


Fig.  I.    X  70. 

A.  Normal  Liver  Cells.     B.  Vascular  Spaces.     C.  A  portion  shown  in  Fig.  II. 


Fig.  II.     X  300. 

Showing  the  vascular  spaces,  with  the  endothelium  and  blood  discs  (portion  of 

C  in  Fig.  I.) 
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The  President  said  that  the  fibroid  tumour  exhibited 
by  Mr.  Furneaux  Jordan  looked  as  if  it  might  possibly  have 
been  enucleated  and  the  uterus  permitted  to  remain  ;  but  it 
was  impossible  to  form  a  reliable  opinion  upon  such  a  point 
from  an  examination  of  a  prepared  specimen,  the  operator 
must  necessarily  be  guided  by  the  conditions  which  he 
found. 

Mr.  Roger  Williams  said  that  Mr.  Furneaux  Jordan's 
specimen,  both  in  appearance  and  in  the  sehsation  which 
it  imparted  to  touch,  closely  resembled  a  tumour  which  he 
had  seen  removed  from  the  broad  ligament,  and  which  on 
microscopical  examination  proved  to  be  a  fibro-lipoma. 
He  asked  if  a  microscopical  examination  had  been  made ; 
if  not  he  would  suggest  that  it  be  done,  as  it  was  possible 
that  this  specimen  might  prove  to  be  of  a  similar  nature. 

Dr.  Herbert  Snow  asked  Dr.  Macnaughton-Jones, 
relative  to  the  angioma  of  the  liver,  whether  the  tumour  was 
attached  to  the  Hver  by  a  pedicle  or  not.  The  site  of  attach- 
ment seemed  extremely  broad.  *  The  tumour  looked  almost 
as  if  it  had  been  enucleated.  As  to  the  breast  case,  it  would 
be  interesting  to  know  the  future  history.  He  had  seen  a 
good  many  cases  of  mammary  suppuration,  apart  from 
lactation  or  pregnancy,  and  he  thought  that  if  tubercle 
bacilli  had  been  sought  for  in  these  they  would  probably 
have  been  found. 

Dr.  Macnaughton-Jones  said  that  the  angioma  oc- 
cupied the  periphery  of  the  liver  itself.  There  was  no 
pedicle. 

Mr.  Furneaux  Jordan,  in  reply  to  Dr.  Williams,  said 
he  had  no  doubt  as  to  the  tumour  being  a  fibroid,  though  a 
microscopical  examination  had  not  been  made.  The  tumour 
appeared  in  the  specimen  to  be  separate  from  the  uterus,  but 
this  was  not  so  at  the  time  of  the  operation.  In  addition 
there  were  two  other  fibroids  present.  Lastly,  the  consistence 
of  the  tumour  appeared  to  him  to  be  that  of  a  fibroma. 
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The  Pathology  and  Surgical  Treatment  of  Uterine 
Tumours  in  the  Nineteenth  Century.  By  W. 
Roger  Williams,  F.R.C.S. 

I  think  it  may  be  said  that  all  of  the  benign  and  many  of 
the  malignant  tumours  of  the  uterus  have  now  been  brought 
within  the  reach  of  the  surgeon's  knife,  and  their  pathology 
has  been  well — if  not  exhaustively — studied. 

It  was  very  different  a  century  ago,  when  but  little  was 
known  of  the  pathology  of  these  tumours,  and  their  surgical 
treatment  was  limited  to  the  occasional  removal  of  specimens 
that  projected  into  the  vagina. 

I. — Pathology. 

Few  practical  pursuits  have  been  so  much  influenced  by 
prevailing  scientific  conceptions  as  surgery,  and  especially 
those  branches  of  it — such  as  gynaecology — which  pride 
themselves  on  being  essentially  objective.  As  I  propose  to 
show,  the  pathology  and  treatment  of  uterine  tumours 
during  the  19th  century  have  been  swayed  to  a  remarkable 
extent  by  prevailing  scientific  conceptions. 

At  the  beginning  of  the  century  medical  science  was 
under  the  spell  of  the  humoral  pathology,  and  British 
pathologists  were  dominated  by  that  form  of  humoralism 
advocated  by  John  Hunter.  At  this  time  the  microscope 
had  not  come  into  use,  and  the  cellular  structure  of  the 
body  was  therefore  unknown. 

The  proneness  of  the  uterus  to  non-malignant  as  well  as 
to  malignant  tumours  had  long  been  recognised,  but  it  was 
then  impossible  to  make  any  net  distinction  between  them. 
In  pre-Hunterian  days  it  was  generally  believed  that  every 
chronic  tumour  ("  scirrhous ")  either  was  malignant  or 
tended  to  become  so.  Thus  Heister — a  surgeon  of  that  age 
— says  :  "  The  name  of  scirrhous  is  given  to  a  painless 
tumour  that  occurs  in  all  parts  of  the  body,  but  especially  in 
glandular  organs,  and  is  due  to  stagnation  and  drying  of  the 
blood  in  the  hardened  part.    When  a  scirrhous  is  not  re- 
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absorbed,  cannot  be  arrested,  or  is  not  removed  lin  time, 
it  either  spontaneously  or  from  mal-treatment  becomes  ma- 
lignant, that  is,  painful  and  inflamed,  and  then  we  begin  to 
call  it  cancer  or  carcinoma/'  This  mediaeval  conception  of 
the  inter-relations  of  malignant  and  non-malignant  {uterine 
tumours  was  generally  held  until  the  middle  of  the  century, 
notwithstanding  its  repudiation  by  such  a  splendid  path- 
ologist as  Cruveilhier,  and  by  such  an  excellent  student  of 
uterine  tumours  as  Stafford  Lee ;  and  I  believe  it  is  still 
credited  by  some  modern  clinicians,  although  I  have  con- 
clusively proved  its  fallacy. 

Hunter  regarded  simple  tumours — which  in  the  uterus 
were  then  described  as  "polypi,"  "scirrhous  enlargements," 
"  fleshy  tubercles,"  &c. — as  an  outcome  of  the  inflammatory 
process  owing  to  the  effusion  of  a  plastic  fluid — "  coagulable 
lymph  "—derived  from  the  blood,  which  he  credited  with 
formative  properties  similar  to  those  by  which  the  various 
structures  of  the  body  are  developed.  Cancer  he  placed  in 
an  altogether  different  category — viz.,  with  the  specific 
morbid  poisons,  such  as  syphilis,  small-pox,  and  tubercle, 
with  which  he  compared  it.  I  suppoie  it  was  owing  to  the 
lead  thus  given  that  the  now  quite-forgotten  Society  for 
Investigating  the  Nature  and  Cure  of  Cancer,  which  came 
into  existence  in  London  at  the  beginning  of  the  century, 
and  included  among  its  members  Baillie,  Willan,  Home, 
Abernethy,  Denman,  &c.,  propounded  this  question  among 
others,  "  Is  there  any  proof  that  the  disease  is  contagious  ?  " 
To  which,  as  to  their  other  queries,  only  nebulous  answers 
were  returned. 

It  is  in  Bichat's  works  that  the  first  rudiments  of  modern 
conceptions  may  be  discovered  emerging  from  the  ancient 
chaos.  In  his  "Anatomic  G^n^rale,"  which  appeared  in 
1801,  we  see  that  Bichat,  without  the  aid  of  the  microscope, 
was  able  to  decompose  the  organism  into  its  elementary 
tissues  and  organic  systems,  whereby  the  foundations  of 
modern  physiology,  anatomy,  and  pathology  were  securely 
laid.      Every  tissue,"  said  Bichat,  "  has  its  own  diseases." 
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He  thus  anticipated  and  prepared  the  way  for  the  Cell 
Theory.  The  untimely  death  of  Bichat  in  1803,  before  the 
completion  of  the  pathological  part  of  his  work,  caused 
some  delay  in  the  extension  of  his  doctrine  to  the  field  of 
uterine  neoplastic  pathology ;  but  Bayle  and  Cruveilhier 
ultimately  took  the  matter  up,  and  continued  the  good  work 
with  such  remarkable  ability  and  success,  that  even  to-day 
we  may  study  their  publications  with  much  profit. 

The  names  given  to  tumours  by  their  earliest  investiga- 
tors are  of  interest  as  indications  of  the  views  then  held  as 
to  their  nature.  Bayle  and  Cruveilhier  were  struck  by  the 
resemblance  of  uterine  myomata  to  the  fibrous  tissue  of 
Bichat,  hence  such  names  as  "  corps  fibreux,"  "  fibroid,"  and 
"  fibrous  tumour,"  were  by  them  applied  to  these  new  forma- 
tions— which  they  clearly  discriminated  from  cancer. 

Just  as  these  pathological  ideas  were  beginning  to  take 
root  in  the  minds  of  the  practical  gynaecologists  of  the  age, 
a  remarkable  reaction  in  favour  of  mediaeval  conceptions 
suddenly  set  in,  and,  for  a  time,  swept  them  away.  The 
apostle  of  this  new  movement  was  the  impetuous  Broussais, 
whose  "  Train  des  Phlegmasies  Chroniques "  appeared  in 
1808,  and  his  still  better  known  Exafnen  des  Doctrines 
M^dicales"  in  1821.  His  view  was  that  all  tumours,  in- 
cluding cancer,  were  but  forms  of  chronic  inflammation, 
consequent  on  "  organic  irritation."  This  was  a  resuscita- 
tion of  the  pre-Hunterian  conception,  in  which  the  hypothesis 
of  "  irritation  "  replaced  the  hypothesis  of "  depraved  lymph." 
The  extreme  simplicity,  comprehensiveness,  and  positiveness 
of  this  generalisation — suddenly  sprung  upon  a  scientific 
world,  hesitating  between  the  old  humoral  doctrines  and 
the  nascent  anatomico-pathological  tentatives — captivated 
everyone,  and  the  Broussaisian  system  in  an  incredibly  short 
time  became  supreme.  In  the  minds  of  the  gynaecologists 
of  the  age  these  reactionary  ideas  led  to  recrudescence  of 
the  old  belief  as  to  the  malignant  nature  of  myomatous 
uterine  tumours.  Thus  Ashwell,  who  occupied  the  respect- 
able position  of  obstetrician  to  Guy's  Hospital — writing  in 
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1846 — refers  to  these  tumours  as  "genuine  cancerous  pro- 
ductions," and  this  belief  was  shared  by  most  of  his  con- 
temporaries. 

The  supremacy  of  the  Broussaisian  doctrine  was,  how- 
ever, of  short  duration.  What  more  than  anything  else 
contributed  to  its  downfall  was  the  application  of  the  micro- 
scope to  the  study  of  new  growths.  This  instrument,  which 
had  been  invented  towards  the  end  of  the  sixteenth  century, 
by  the  Jansens — father  and  son — ^spectacle  makers,  of  Middle- 
burg,  in  Holland,  had  for  over  two  centuries  been  merely  a 
scientific  toy,  owing  to  the  impossibility  of  seeing  clearly 
when  high  magnifying  powers  were  used,  by  reason  of  the 
disturbing  influence  of  chromatic  and  spherical  aberration. 
At  length,  early  in  the  nineteenth  century — ^thanks  to  the 
skill  and  ingenuity  of  Selligues,  Chevalier,  Tulley,  J.  J. 
Lister,  and  others — these  difficulties  were  surmounted.  In 
1830  a  really  serviceable  compound  microscope  was  at  last 
produced,  and  with  its  aid  naturalists  shortly  afterwards 
began  to  explore  the  minute  structure  of  organic  forms. 
Thus  the  cellular  structure  of  organised  beings  was  ere  long 
discovered. 

For  the  famous  cell-theory — which  must  be  ranked 
among  the  most  important  steps  by  which  the  science  of 
biology  has  ever  been  advanced — we  are  indebted  to  the 
vegetable  morphologist,  Schleiden  ;  and  shortly  afterwards 
(1838)  Schwann  demonstrated  the  applicability  of  his  gene- 
ralisations to  the  animal  world. 

In  the  very  same  year  the  publication  of  Johannes 
Muller's  important  work  on  the  morphology  and  minute 
structure  of  tumours  established  the  cellular  nature  of  cancer 
and  other  neoplasms.  Miiller  believed  that  the  constituent 
cells  of  tumours  were  derived  from  a  formative  fluid  exuded 
from  the  blood  (blastema),  which  was  nothing  but  the 
"  coagulable  lymph  "  of  Hunter  under  another  name.  He 
ascribed  the  origin  of  cancer  and  other  neoplasms,  and  their 
variations  inter  se,  to  aberrations  of  the  force  inherent  in  this 
primordial  substance.    Miiller  was  one  of  the  first  pathol- 
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ogists  who  strongly  insisted  on  the  correspondence  between 
the  development  from  the  embryo  and  the  pathological  neo- 
plastic process.  "  It  is  one  and  the  same  power  which, 
being  maintained  continuously  from  the  germ  to  the  latest 
period  of  life,  determines  all  organic  formation."  Patho- 
logical cells,  he  maintained,  differed  from  physiological 
cells  only  in  respect  to  the  degree  of  evolution  ultimately 
attained. 

Uterine  myomata  received  from  Miiller  the  designation 
of  desmoid,  or  fibro-tendinous  tumours. 

The  establishment  of  the  cell  theory  gave  an  immense 
impetus  to  pathological  histology,  and  a  vast  mass  of  new 
data  soon  accumulated.  Stafford  Lee's  monograph  on 
uterine  tumours — ^which  appeared  in  1848— belongs  to  this 
period  ;  and  for  a  long  time  it  remained  the  best  exposition 
of  the  subject  in  the  English  language. 

Modern  conceptions  as  to  the  origin  and  structure  of 
tumours  may  be  said  to  date  from  the  appearance  of 
Virchow's  "  Cellular  Pathology "  in  1859,  for  it  is  to  this 
work  that  we  are  indebted  for  the  thorough  establishment  of 
the  cell  theory  in  neoplastic  pathology.  Virchow's  influence 
on  modern  conceptions  has  been  so  great  that  it  is  necessary 
to  trace  the  genetic  relationship  of  his  ideas  with  those  of 
his  predecessors.  It  may  be  said  that  he  adopted  the  cell 
theory  of  tumours  in  its  entirety,  as  laid  down  by  Muller, 
with  the  single  important  exception  that  he  completely 
exorcised  the  blastemal  origin  of  cells.  It  was  just  this 
omission  that  chiefly  constituted  the  novelty  of  his  system. 
Instead  of  a  hypothetical  blastema,  he  substituted  the  famous 
formula  "  Omnis  cellula  e  cellula."  The  doctrine  of  con- 
tinuous cellular  development  that  had  been  established  by 
Remak  for  the  normal  tissues,  thus  became  the  basis  of 
Virchow's  neoplastic  pathogeny. 

An  important  point  in  which  Virchow's  pathogeny  differs 
from  that  of  his  immediate  predecessors  is  that  it  includes 
the  whilom  extinct  Broussaisian  doctrine  of  irritation  and 
chronic  inflammation.    Nowhere  in  his  works  have  I  met 
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with  any  attempt  to  explain  the  compatibility  of  this  view 
with  the  doctrine  he  has  also  adopted  of  the  correspondence 
between  the  embryonic  and  the  neoplastic  developmental 
processes.  In  my  opinion  these  views  are  incompatible,  and 
this  incompatibility  constitutes  a  serious  flaw  in  Virchow's 
neoplastic  pathogeny. 

In  his  great  but  unfinished  work  on  the  "  Pathology  of 
Tumours,"  which  began  to  appear  in  1863,  Virchow  gives  a 
full  account  of  uterine  tumours,  which  he  regarded  as  the 
outcome  of  local  irritative  and  chronic  inflammatory  con- 
ditions. Having  satisfied  himself  that  the  so-called  "  fibroid " 
tumours  contained  muscle-cells  similar  to  those  of  the 
uterine  wall,  as  Vogel  had  previously  indicated,  he  insisted 
on  the  propriety  of  calling  them  myomata,  and  at  the  same 
time  he  fully  recognised  their  innocent  nature.  By  Virchow 
the  connective  tissue  was  regarded  as  an  indifferent  matrix, 
whence  any  tissue  might  arise  by  metaplasia.  It  was  to 
this  source  that  he  ascribed  the  origin  of  the  cellular 
elements  of  cancer ;  and  in  this  he  has  found  modern 
imitators  in  such  able  investigators  of  uterine  cancer  as  Ruge 
and  Veit.  But,  as  Waldeyer  soon  pointed  out,  this  doctrine 
ignores  the  specificity  of  the  tissue  elements  which  embry- 
ology has  revealed.  It  is  to  Waldeyer  that  we  owe  the 
sharp  line  of  demarcation  that  has  now  been  drawn  between 
epithelial  and  connective-tissue  tumours,  and  it  is  owing  to 
his  teaching  that  we  now  look  to  pre-existing  epithelial  cells 
for  the  germs  whence  cancers  arise. 

One  of  the  most  important  services  rendered  by  Virchow 
to  our  knowledge  of  tumours — and  especially  uterine  tumours 
—was  the  discrimination  of  sarcomatous  from  carcinomatous 
formations.  The  impossibility  of  making  this  distinction  in 
pre-microscopic  days  had  been  a  great  stumbling  block  to 
his  predecessors. 

The  term  "sarcoma"  had  been  used  in  ancient  times — 
especially  by  Galen — to  indicate  tumours  of  fleshy  aspect 
(tumores  camosi),  especially  such  as  were  polypoid.  Subse- 
quently the  term  fell  into  disuse,  until  it  was  revived  by 
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Abernethy  at  the  beginning  of  the  century.  He  applied  it, 
in  a  vague  way,  to  all  tumours  "  having  a  firm  and  fleshy 
feel."  Virchow's  histological  researches  enabled  him  for  the 
first  time  to  give  the  term  its  modern  significance.  Virchow 
was  one  of  the  earliest  investigators  of  uterine  sarcomata, 
the  rarity  of  which  he  recognised.  He  described  mucosal 
and  parenchymatous  forms,  as  well  as  the  occasional  origin 
of  the  disease  from  myomata.  Since  Virchow's  time  we 
have  seen  the  discrimination  of  infantile,  botryoidal  and 
decidual  varieties.  ...^^ 

In  1875,  Cohnheim/^OiMfl-^^^fi^  of  the 

cellular  pathogeny,  wkuSriias  since  met  ^nWmuch  support. 
He  maintained  that  ft^oj^cs^igs  Sequestrated  frag- 

ments of  the  germinsfciflg  tissues,  aetacned  during  embryonic 
life.  Very  few  facts  co^  at  that  time  b^  M^luced  in  support 
of  his  views,  for  no  orhs^t^dB  B^^gd^in  the  possibility 
of  such  an  amount  of  developmental  irregularity  as  they 
presupposed.  The  light  of  modern  science,  has,  however, 
effectually  dissipated  this  misconception,  and  our  eyes  have 
been  opened  to  the  hidden  defects  of  normality.  Seques- 
trated fragments  of  the  various  tissues  and  organs  have  now 
been  found  to  exist  in  every  part  of  the  body  that  has  been 
specially  examined  for  them.  The  uterus  is  no  exception  to 
this  rule,  for  the  track  of  the  Wolffian  and  Miillerian  ducts 
is  strewn  with  debris  of  this  kind. 

As  I  have  pointed  out  in  my  recently-published  work  on 
"Uterine  Tumours,"  there  are  good  reasons  for  believing 
that  most  uterine  myomata  arise  from  dislocated  myomatous 
elements  connected  with  abnormally  evolving  "rests"  of 
Wolffian  and  Miillerian  structures.  Thus  their  initial  multi- 
plicity may  be  accounted  for.  The  discovery  of  epithelial 
inclusions  in  uterine  myomata  by  Babes  and  Diesterweg,  in 
1882,  was  one  of  the  earliest  indications  of  the  correctness, 
of  this  interpretation,  which  many  other  similar  observations 
have  since  confirmed  and  amplified. 

With  regard  to  cancerous  tumours,  it  has  been  shown 
that  epithelial  heterotopia  of  the  uterine  mucosa  is  of 
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common  occurrence,  and  in  many  instances  the  origin  of 
these  tumours  has  been  traced  to  aberrant  elements  of  this 
kind.  It  seems  certain  that  many  forms  of  cervical  sarcoma, 
with  whose  structure  various  heterotopic  elements  such  as 
cartilage,  bone,  striped  muscle,  fat,  mucous  tissue,  &c.,  are 
commonly  blended,  originate  in  like  manner  from  "  rests " 
of  adjacent  tissue,  sequestrated  during  embryonic  life. 
Many  uterine  cysts  also  appear  to  originate  from  aberrant 
elements  thus  derived.  The  not  infrequent  association  of 
all  kinds  of  uterine  tumours  with  gross  developmental  irre- 
gularities of  the  sexual  organs,  such  as  uterus  duplex,  uterus 
unicornis,  uterus  septus,  uterus  accessorius,  bifid  and  trifid 
uterus,  &c.,  as  well  as  with  vaginal  malformations,  defective 
development  of  the  sexual  organs,  ovarian  cysts  and  der- 
moids, and  other  developmental  irregularities,  to  which  I 
have  elsewhere  called  special  attention,  all  indicate  the 
important  part  played  by  developmental  irregularity  in  the 
genesis  of  uterine  tumours. 

If  the  foregoing  views  be  correct,  it  follows  that  local 
irritative  and  chronic  inflammatory  conditions  play  but 
a  secondary  part  in  the  causation  of  uterine  tumours. 

Pasteur's  discoveries  as  to  the  microbic  origin  of  fermen- 
tation and  many  communicable  diseases  during  the  latter 
half  of  the  century,  have  tended  to  undermine  the  authority 
of  the  cellular  neoplastic  pathogeny;  and  a  widespread 
belief  has  thus  been  fostered  that  neoplasms  will  eventually 
turn  out  to  be  of  microbic  origin.  A  curious  consequence 
of  this  has  been  a  tendency  to  revert  to  the  ancient  doc- 
trine of  irritation  and  chronic  inflammation  for  the  chief 
causative  factors  in  neoplastic  pathogeny.  Indeed,  some 
pathologists — such  as  Virchow  and  Hutchinson — have 
always  held  this  view,  which  has  been  applied  to  all 
kinds  of  tumous — malignant  as  well  as  non-malignant. 
Microbes  first  began  to  be  heard  of  in  connection  with  the 
etiology  of  tumours  at  the  beginning  of  the  last  quarter  of 
the  century.  It  was  to  the  bacteria  that  the  first  specific 
cancer  microbes  were  alleged  to  belong.   Just  as  this  move- 
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ment  was  on  the  wane,  attempts  were  made  to  ascribe  the 
origin  of  the  disease  to  certain  *'  endocytes "  found  within 
the  constituent  cells  of  the  tumour,  which  were  alleged  to 
be  parasitic  protozoa.  In  1890,  Russell  described  certain 
fuchsin  bodies  "  as  the  characteristic  organisms  of  cancer ; 
these  he  regarded  as  parasitic  blastomycetes  of  the  same 
order  as  the  yeast  fungi.  Roncali,  Sanfelice,  and  others 
have  lately  strongly  favoured  this  view,  which,  however, 
still  lacks  confirmation.  Indeed,  the  evidence  hitherto 
adduced  as  to  the  existence  of  a  specific  cancer  microbe, 
is  altogether  inconclusive.  Hence,  if  there  really  be  any 
irregularity  ab  extra  from  whose  action  cancer  must  result, 
it  altogether  transcends  present  experience.  Uterine  can- 
cers have  gone  through  all  of  the  above-mentioned  phases, 
having  been  successfully  ascribed  to  bacteria,  parasitic  pro- 
tozoa, and  to  blastomycetes.  The  presence  of  various  bac- 
teria has  been  noted  in  uterine  myomata  by  Nelson,  Gallipe, 
and  Landouzy,  and  Vedeler  claims  to  have  seen  protozoa 
in  them ;  but  nothing  has  transpired  to  justify  the  assump- 
tion that  microbes  have  anything  to  do  with  their  genesis. 

Thus,  at  the  commencement  of  the  twentieth  century 
the  origin  of  uterine  tumours  appears  to  be  more  closely 
associated  with  embryology  than  with  bacteriology. 

II. — Surgical  Treatment. 

The  introduction  of  anaesthesia,  which  took  place  about 
the  middle  of  the  century  (1846),  constitutes  one  of  the  most 
important  epochs  in  the  history  of  surgery.  The  whole 
surgical  art  was  revolutionised  thereby,  and  received  an 
extension  beyond  even  the  dreams  of  the  most  visionary. 
Its  influence  on  the  treatment  of  uterine  tumours  was 
'  immense. 

Myomata.— (a)  The  Vaginal  Route. 

The  removal  of  myomata  projecting  into  the  vagina  is 
an  ancient  procedure,  and  in  pre-anaesthetic  days  it  was 
practically  the  only  form  of  surgical  treatment  in  vogue, 
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until  Amussat — in  1840 — opened  up  the  cervix  and  removed 
tumours  of  this  kind  from  within  the  uterine  cavity. 

In  the  early  part  of  the  century  the  removal  of  myomata 
projecting  into  the  vagina  was  generally  effected  by  ligature 
of  the  pedicle,  the  tumour  being  left  to  slough  off.  Subse- 
quently Dupuytren  and  Robert  Lee,  instead  of  waiting  for 
the  ligatured  tumour  to  separate  by  sloughing,  proceeded 
to  cut  it  forthwith.  Lisfranc  soon  afterwards  introduced 
enucleation,  after  free  division  of  the  structures  covering 
the  presenting  part  of  the  tumour.  Slender-stalked  tumours 
were  sometimes  seized  with  forceps  and  twisted  off. 

The  timidity  of  many  of  these  pre-anaesthetic  operators, 
the  imperfections  of  their  armamentarium,  and  especially 
the  poverty  of  their  haemostatic  resources,  often  caused 
even  these  comparatively  trivial  operations  to  be  abandoned 
before  completion.  Making  a  virtue  of  necessity,  such 
failures  were  euphemistically  described  as  attempts  to  imi- 
tate the  natural  process  of  expulsion  by  partial  operation. 
Hence,  at  this  period,  such  procedures  as  incision  of  the 
capsule  of  the  tumour,  partial  decortication,  gouging,  burn- 
ing or  cauterising  the  tumour  substance,  and  other  processes 
of  this  kind,  acquired  considerable  vogue.  When,  however, 
it  was  at  length  perceived  that  in  nineteen  out  of  twenty 
cases  the  natural  efforts  at  elimination  ended  fatally,  and 
that  the  results  of  the  artificial  irritation  thereof  were  hardly 
less  disastrous,  these  methods  fell  into  disrepute. 

After  the  introduction  of  anaesthesia,  and  what  may  be 
called  the  discovery  of  abdominal  surgery,  the  attention  of 
surgeons  was  so  absorbed  in  developing  the  latter  that 
vaginal  operations  were  neglected.  Hence  the  ancient 
methods  for  dealing  with  myomata  per  vaginam  continued 
to  be  almost  the  only  ones  employed,  until — in  connection 
with  the  extirpation  of  cancer — the  capabilities  of  the 
vaginal  route  were  discovered. 

In  the  early  part  of  the  last  quarter  of  the  century  P^an 
adopted  this  route  for  the  removal  of  myomata,  and  intro- 
duced many  improvements.  To  him  we  owe  the  systematic 
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employment  of  forcipressure  for  preventive  haemostasis, 
instead  of  the  ligature  which  his  German  predecessors  had 
employed.  He  also  adopted  the  practice  of  laying  open 
the  cervix,  the  principle  of  morcellement,  and  the  extension 
of  the  operation  for  the  removal  of  the  adnexa  when 
necessary. 

It  was  an  essential  feature  of  Plan's  operation  to  secure 
the  blood-vessels  in  the  broad  ligaments  before  proceeding 
to  the  removal  of  the  uterus  or  the  tumours,  and  in  morceUe- 
ment  each  fragment  to  be  removed  had  its  own  haemostatic 
forceps.  The  great  number  of  forceps  thus  necessitated 
impeded  the  field  of  operation,  and  rendered  the  necessary 
manipulations  difficult.  To  obviate  this  Doyen  (1892)  and 
Landau  (1895)  introduced  a  mode  of  operating  in  which 
special  primary  haemostasis  is  done  away  with — the  struc- 
tures involved  being  first  liberated  and  brought  down  into 
the  vagina  to  form  a  pedicle — ^haemostasis  being  effected 
just  before  excision,  at  the  end  of  the  operation.  This 
method  is  specially  suitable  for  dealing  with  the  myomatous 
uterus. 

The  vaginal  route  is,  I  think,  the  least  dangerous,  and 
the  most  successful  of  all  modes  of  operating  for  these 
tumours  in  suitable  cases  ;  and  it  is  regrettable  that  its  ad- 
vantages are  so  generally  ignored  by  British  surgeons. 

(6)  The  Abdominal  Route. 

Abdominal  surgery  can  hardly  be  said  to  have  had  any 
vogue  in  pre-anaesthetic  days,  although  sporadic  operations 
had  occasionally  been  done,  especially  by  the  pioneers  of 
ovariotomy.  Indeed,  the  earliest  abdominal  operations  for 
the  removal  of  myomata  were  done  by  the  latter  through 
errors  of  diagnosis. 

Even  as  early  as  1825  Lizars,  on  opening  the  abdomen 
for  a  supposed  ovarian  tumour,  found  that  he  had  to  deal 
with  a  large  uterine  myoma,  and  abandoned  the  operation  ; 
and  the  following  year  Dieffenbach  had  a  similar  experience. 

In  1827  Granville  did  what  was  thought  to  be  the  first 
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ovariotomy  in  London ;  but,  on  subsequent  examination, 
the  extirpated  tumour  turned  out  to  be  a  pedunculated 
uterine  myoma.  The  like  experience  befell  Clay  in  1843, 
and  Atlee  in  1844.  Clay  completely  extirpated  the  whole 
myomatous  uterus,  also  in  1844,  under  the  belief  that  he 
was  removing  an  ovarian  tumour.  This  is  the  first  total 
hysterectomy  for  myomatous  disease  on  record.  The  patient 
unfortunately  died  of  peritonitis — rafter  a  bad  fall— on  the 
fifteenth  day  after  the  operation. 

The  introduction  of  anaesthesia  soon  afterwards  gave  a 
great  impetus  to  abdominal  surgery.  In  1853,  Burnham 
having  opened  the  abdomen  and  delivered  through  the 
wound  a  presumed  ovarian  cyst,  found  that  he  had  to  deal 
instead  with  a  uterine  myoma,  which  he  could  not  replace. 
Under  these  circumstances,  having  transfixed  and  ligatured 
the  cervix,  he  then  amputated  the  myomatous  corpus, 
dropping  the  pedicle,  the  ends  of  the  ligatures  being  brought 
out  at  the  lower  angle  of  the  abdominal  wound.  The  patient 
made  a  good  recovery.  Burnham  did  altogether  fifteen 
operations  of  this  kind  with  two  deaths.  In  the  same  year 
as  Bumham's  first  case  his  fellow-townsman,  Kimball,  having 
correctly  diagnosed  a  myomatous  tumour,  successfully  re- 
moved it  by  the  same  method.  To  Schroeder,  who  has 
done  so  much  to  advance  uterine  surgery,  we  owe  the 
methodising  and  popularising  of  this  operation,  and 
especially  the  perfecting  of  the  intraperitoneal  treatment  of 
the  pedicle  (1883).  Further  improvements  made  by  Zweifel 
(1894),  Kelly  (1896),  and  others,  have  resulted  in  the 
crystallisation  of  the  present  method  of  operating. 

Before  Schroeder's  improvements,  however,  Koeberle 
had  many  times  amputated  the  myomatous  uterus,  and  it 
was  he  who  specially  brought  to  perfection  the  extraperi- 
toneal method  of  dealing  with  the  pedicle,  which  has  ever 
since  been  the  favourite  British  modus  operandi. 

Total  extirpation  of  the  myomatous  uterus,  which  origi- 
nated with  Clay  in  1844,  obtained  no  vogue  until  many 
years  later,  when  it  was  reintroduced  and  systematised  by 
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Bardenheuer  (1881).  Martin,  Doyen,  and  others  have  since 
introduced  many  improvements. 

Of  late  operations  such  as  these  have  become  increas- 
ingly frequent,  and  I  think  there  can  be  no  doubt,  as  I  have 
elsewhere  stated,  that  the  pendulum  has  now  swung  too  far 
in  this  direction.  The  removal  of  myomata  by  abdominal 
section  should,  I  think,  be  regarded  as  a  means  for  dealing 
with  certain  exceptional  cases,  rather  than  as  the  routine 
treatment  for  such  tumours. 

Cancer. 

Few  surgical  procedures  have  undergone  sych  remark- 
able fluctuations  as  those  which  have  been  devised  for  the 
treatment  of  uterine  cancer.  At  the  beginning  of  the 
century  pathology  and  surgery  were  relatively  more  ad- 
vanced in  France  than  in  any  other  part  of  the  world,  and 
this  pre-eminence  was  especially  noticeable  in  the  field  of 
uterine  pathology  and  surgery. 

Thus,  while  in  England  uterine  cancer  was  regarded  as 
hopeless  from  the  surgical  standpoint,  and  laisser  /aire  was 
the  order  of  the  day,  in  France  well-planned  operations 
were  often  undertaken  for  the  extirpation  of  the  disease. 

Even  as  early  as  1801  Osiander  successfully  extirpated 
the  cancerous  cervix,  and  he  subsequently  did  many  such 
operations.  Although  his  example  was  not  followed  in 
Germany,  the  operation  was  taken  up  in  France  on  a  large 
scale,  and  in  the  early  part  of  the  century  many  operations 
of  this  kind  were  done  by  Dupuytren,  Lisfranc,  R^camier 
and  Delpech.  Subsequently  this  method  of  operating  was 
abandoned  and  forgotten,  until  it  was  revived  by  Schroeder 
in  1878.  In  the  interim  the  only  kind  of  operative  inter- 
vention that  met  with  any  favour  was  the  removal  of  such 
of  the  disease  as  projected  into  the  vagina.  This  was  effected 
with  the  knife,  scissors,  wire  snare,  icraseutf  curette,  actual 
cautery,  or  with  chemical  caustics ;  but  even  these  limited 
operations  were  seldom  undertaken.  The  stagnation  of  this 
period  was  broken  by  the  reintroduction  of  Osiander's 
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operation  of  supra-vaginal  amputation  of  the  cervix  by 
Schroeder  in  1878.  This  was  gradually  accepted  as  the 
standard  operation  for  uterine  cancer  in  England,  and  it  has 
probably  been  done  more  frequently  than  any  of  the  more 
modern  methods. 

With  regard  to  these  partial  operations  we  may  well  ask, 
with  Playfair,  "  Is  there  any  surgeon  in  his  senses  who 
would  content  himself  with  removing  a  slice  of  a  cancerous 
breast  instead  of  the  whole  disease "  ?  Why,  then,  should 
we  apply  a  different  principle  to  the  uterus  ?  There  is  really 
no  excuse  for  such  inconsistency  ;  for  if  a  cancer  be  at  first 
a  local  disease,  then  it  should  be  curable  by  local  means 
scientifically  applied,  so  as  to  ensure  its  complete  destruc- 
tion. It  is  the  perception  of  this  that  has  caused  a  decline 
in  the  popularity  of  Schroeder's  operation. 

The  excellent  results  lately  attained  by  bold  attempts  at 
completely  eradicating  the  disease  from  the  breast  and  other 
parts  of  the  body,  clearly  indicate  the  necessity  for  more 
radical  methods,^ 

Under  these  circumstances,  vaginal  total  extirpation 
came  into  vogue  some  twenty  years  ago,  and  it  has  since 
had  a  considerable  measure  of  popularity.    Modern  modes 


Is  there  anything  whereof  it  can  be  said  :  see  this  is  new"?  It 
appears  from  the  admirable  treatise  on  surgery  by  Henry  de  Mondeville, 
surgeon  to  Phillipe-le-Bel  at  the  commencement  of  the  14th  century,  a 
reprint  of  which  has  lately  been  published  by  Nicaise  of  Paris,  that  some 
of  those  who  lived  in  what  we  are  pleased  to  call  the  dark  ages  had 
nevertheless  very  enlightened  ideas.  Henri  de  Mondeville  specially  lays 
It  down  that  cancers  should  not  be  interfered  with  unless  they  are  com- 
pletely extirpated.  ^*  Aucun  cancer  ne  gu^rit  k  moins  d'etre  radicalement 
eztirpN^  tout  entier  ;  en  effet  si  peu  qu'il  en  reste  la  malignity  augmente 
dans  la  racine,  comme  dit  S^rapion  et  aussi  Rhazes.''  Le  meilleur 
traitement  curatif  consiste  k  dxciser  d'abord  completement  le  cancer 
entier  en  une  fois  jusqu'aux  racines,  k  exprimer  completement  le  sang 
de  la  surface  de  Texcision,  et  k  caut^riser  ensuite  '*  .  .  .  "  Que  nul  ne 
presume  gudrir  un  cancer  partie  par  partie  avec  des  corrosifs,  comme  on 
&t  communement ;  en  effet,  pendant  qu'on  corroderait  une  partie,  la 
malignity  de  I'autre  augmenterait.  Aussi  faut  il  I'enlever  en  une  fois 
toot  entier  et  non  successivement*'' 
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of  operating  are  the  outcome  of  the  procedures  elaborated 
mainly  by  Hennig,  Czerny,  Schroeder,  Martin  and  P6an. 
Here  again  we  have  to  do  with  the  revival  of  an  operation 
that,  after  a  brief  initial  tentative  period,  had  been  abandoned 
and  forgotten  for  half  a  century ;  Palletta  (181 2),  Langen- 
beck  (1813),  Sauter  (1822),  Blundell  (1828),  and  R^camier 
(1829),  are  the  chief  of  these  early  pioneers. 

We  now  come  to  the  present  time,  when  the  conviction 
seems  to  be  gaining  ground  that,  inasmuch  as  the  disease  is 
seljlom  limited  solely  to  the  uterus,  it  cannot  be  eradicated 
per  vaginam,  for  the  object  of  modern  operations  is  total 
extirpation  of  the  disease,  rather  than  of  the  uterus  itself. 
Hence  the  revival  of  abdominal  total  extirpation — which 
had  been  essayed  by  Freund  in  1878 — ^with  which  the  names 
of  Mackenrodt,  Rumpf,  Clark,  Ries  and  Werder  are  more 
particularly  assqciated.  Although  this  method  of  operating 
has  hitherto  met  with  hardly  any  recognition  in  this  country, 
it  seems  to  me  that  the  time  has  now  come  for  giving  it 
serious  consideration. 

Rcpnarks  on  Mr.  Roger  Williams*  Paper. 

Dr.  Macnaughton-Jones,  having  remarked  on  the  in- 
teresting summary  of  the  successive  advances  made  in  the 
histology  of  uterine  tumours  during  the  century,  given  by 
Mr.  Roger  Williams,  said  that  there  was  one  point  in  con- 
nection with  the  pathology  of  these  tumours  which,  of  late 
years,  had  been  made  quite  apparent,  viz.,  the  several 
degenerative  changes  which  they  were  liable  to  undergo. 
Such  degenerative  changes  greatly  increased  the  risk  to  the 
woman,  and  had  not  often  been  discovered  in  the  past  from 
want  of  careful  examination  of  the  tumours.  Countless 
fibroids  had  been  exhibited  which  had  never  been  thoroughly 
examined,  and,  consequently,  without  discovery  of  degen- 
erative changes  which  should  end  fatally  for  the  woman. 
The  occurrence  of  direct  degenerative  transition  from 
myoma  into  sarcoma  was  so  very  rare — still  more  so  into 
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carcinoma — ^that,  for  practical  purposes,  we  need  not  take  it 
into  consideration  for  our  prognosis ;  though  the  invasion 
of  a  fibroma  by  carcinoma  from  the  uterine  structures  was 
not  infrequent.  A  decision  as  to  the  advisability  of  operating 
for  a  myoma  was  influenced  not  only  by  the  possibility  of 
such  inherent  changes  in  the  tumour,  but  by  all  the  col- 
lateral consequences  which  were  proved  to  arise  out  of  it, 
deaths  from  which  occurred  indirectly,  independent  of  those 
which  were  due  to  direct  local  effects  of  the  tumour  itself. 
There  was  no  reason  why — ^seeing  what  the  mortality  from 
hysterectomy  now  was — ^surgical  principles  and  rules  of 
practice  should  be  different  in  the  case  of  myoma  of  the 
uterus  to  those  acted  upon  in  the  instance  of  any  other 
tumour  in  the  body.  As  to  cancer,  there  was  no  longer 
any  question.  Cancer,  once  recognised  in  any  part  of  the 
uterus,  meant  complete  removal  of  the  organ.  The  Reiss- 
Rumpf-Clark  operation,  if  we  should  decide  in  advanced 
carcinoma  to  operate,  appeared  to  be  the  step  most  ad- 
visable to  take.  As  to  vaginal  or  abdominal  hysterectomy, 
the  rules  of  choice  seem  to  be  clear  in  the  case  of  myoma. 
Only  tumours  of  a  certain  size  and  with  certain  surround- 
ings and  complications  should  be  removed  by  the  vagina. 
For  all  others  the  abdominal  route  was  the  best.  As  for 
cancer,  for  the  vast  majority  of  cases — assuming  that  they 
were  operated  upon  at  the  proper  time — vaginal  hysterec- 
tomy was  the  operation  of  selection.  The  use  of  clamps  for 
permanent  haemostasis  in  hysterectomy  for  myomata  was  a 
thing  of  the  past,  and  he  wished  to  say  of  Doyen's  lever 
forceps,  that  that  surgeon's  idea  in  regard  to  it  was  not  so 
much  great  rapidity  of  operation  as  reduction  in  the  size  of 
the  pedicle  and  facility  in  the  subsequent  application  of  the 
ligature. 

Dr.  Heymtood  Smith  said  there  were  cases  of  vaginal 
hysterectomy  where  the  use  of  thin  strong  clamps  was  ad- 
visable, though  there  was  no  doubt  that  the  use  of  such  a 
large  number  as  were  formerly  employed  was  inconvenient 
and  unnecessary.   The  result  of  haemorrhage  after  the  use 
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of  clamps  would  be  greatly  lessened  if  operators  allowed 
them  to  remain  on  at  least  three  or  four  days.  He  thought 
that  in  considering  whether  a  fibroid  tumour  should  or 
should  not  be  removed,  the  surgeon  should  not  only  take 
into  consideration  the  shortening  of  life  that  its  presence 
involved,  but  also  the  way  it  incapacitated  the  sufferer  from 
work.  He  was  therefore  of  opinion  that  among  the  working 
classes  the  necessity  for  operation  was  relatively  great. 

Mr.  FuRNEAUX  Jordan  said  that  in  his  opinion  clamps 
might  be  used  to  a  greater  extent  than  they  were.  In  cancer 
of  the  uterine  wall,  if  the  disease  had  extended  to  the  broad 
ligament  it  should  be  left  alone,  otherwise  he  performed 
vaginal  hysterectomy,  and  invariably  left  one  large  clamp 
on  each  side  for  forty-eight  hours.  Clamps  shortened  the 
operation  considerably,  could  be  applied  where  ligature 
would  be  difficult,  and  the  injury  to  the  parts  in  the  vicinity 
of  the  uterus  decreased  the  liability  to  recurrence. 

He  formerly  removed  myoma  by  the  vaginal  route  when 
possible,  but  now  selected  the  abdominal  in  preference. 
Between  the  extra-  and  intra-  abdominal  method  of  treating 
the  stump  there  was  no  room  for  comparison  and  the  former 
had  practically  died  out. 

Dr.  ROUTH  thought  that  myomata  were  frequently  due 
to  the  absence  of  natural  sexual  gratification.  He  believed 
there  was  a  relationship  between  sterility  and  myomata, 
but  not  that  usually  accepted.  Myomata  did  not  as  a  rule 
develop  until  after  35,  while  sterility,  even  in  married 
women,  generally  manifested  itself  long  prior  to  this  age 
and  could  not  therefore  be  regarded  as  a  result  of  these 
tumours.  It  was  possible  that  the  excessive  quantity  of 
blood  directed  to  the  uterus  and  designed  to  nourish  a 
foetus,  then  not  present  nor  possible,  stimulated  a  portion 
of  the  organ  to  undue  growth,  and  a  myoma  resulted. 

Dr.  Herbert  Snow  found  it  impossible  to  consider 
uterine  myomata  of  congenital  origin.  The  tumours  which 
arise  from  embryonic  residua,  and  on  which  he  ventiired 
to  confer  the  name  of  blastomata  (blastos  germ),  almost 
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invariably  showed  a  mixture  of  diverse  tissues.  Myomata 
consist  of  one,  and  for  that  reason  alone  were  assuredly 
not  congenital.  Moreover,  they  could  be  usually  traced 
to  one  or  both  of  two  causes  :  (i)  Uterine  congestive 
conditions,  long  preceding  the  growth.  (2)  The  corset ; 
negresses  were  exempt  in  their  native  wilds,  but  when  they 
wore  stays,  as  in  America,  were  as  prone  to  myomata  as 
the  whites.  In  respect  of  treatment,  few  surgeons  would 
now  treat  a  pedicle  by  the  extra-abdominal  method  ;  and 
he  agreed  with  Dr.  Macnaughton-Jones  as  to  the  inadvis- 
ability  of  using  the  clamp  for  securing  hsemostasis. 

Mr.  Roger  Williams,  in  reply,  said  that  myomatous 
tumours  rarely  became  malignant.  There  were  not  more 
than  a  dozen  cases  of  primary  cancer  of  myomata  on  record, 
and  several  of  these  were  imperfectly  described.  Sarco- 
matous disease  of  these  tumours  was  a  well-recognised 
occurrence,  but  it  was  decidedly  rare. 
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ORIGINAL  COMMUNICATION. 

On  HiEMORRHAGE,  HiEMOSTASIS,  AND  PROTECTION  OF  THE 

Bladder  and  Ureters  in  Dealing  with  Myomata, 
WITH  SOME  Remarks  on  the  Choice  of  Operation 
AND  Operative  Technique. 

By  Frederick  Edge,  M.D.,  F-R.C.S.,  &c. 

HiEMORRHAGE. 

The  loss  of  blood  in  operations  for  myoma  of  the  uterus 
varies  greatly  ;  in  the  simple  removal  of  the  appendages 
there  may  be  hardly  any  at  all,  while  disastrous  and  even 
fatal  bleeding  may  arise  from  the  opening  of  large  sinuses 
in  performing  hysterectomy. 

It  is  difficult  to  estimate  the  relative  capacities  of  the 
blood-vessels  of  the  uterus,  but  the  uterine  arteries  are  the 
main  pipes  of  supply  and  I  am  convinced  that  the  current 
anatomical  plates  represent  the  ovarian  arteries  much  larger 
than  they  are  in  reality ;  the  ascending  anastomotic  branch 
of  the  uterine  artery  upon  the  uterine  cornu  bleeds  much 
more  freely  than  the  main  ovarian  trunk.  It  is  always  to 
be  remembered  that  nearly  all  the  bleeding  is  from  veins 
kept  distended  by  the  arteries  and  that  once  the  latter  are 
tied  the  loss  is  not  alarming. 

Doyen's  method  of  hysterectomy  is  a  practical  illustra- 
tion of  the  sources  and  extent  of  the  bleeding ;  the  broad 
ligaments  are  divided  before  ligature,  the  assistant  controll- 
ing the  vessels  between  the  fingers  and  thumbs  of  his  two 
hands,  and  even  if  he  lets  the  broad  ligaments  slip  the 
haemorrhage  is  not  such  as  need  disconcert  the  operator. 
Two  arteries  spout,  the  uterine;  two  trickle,  the  ovarian;  and 
perhaps  one  or  two  branches  require  a  ligature.  The  total  loss 
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is  not  so  severe  as  that  which  occurs  in  an  amputation  of  the 
breast,  nor  are  the  vessels  as  large.  Since  this  is  so,  how 
is  it  we  get  such  terrible  haemorrhage  from  the  veins  in 
some  methods  of  hysterectomy?  It  is  because  the  veins 
are  kept  distended  by  the  arteries,  and  as  these  operations 
are  usually  slow,  although  the  arteries  are  small  and,  being 
tortuous,  are  at  low  pressure,  in  the  thirty  to  sixty  minutes 
of  the  operation  they  have  time  to  send  nearly  all  the  blood 
in  the  body  through  these  uterine  veins,  Baer  has  grasped 
this  fact  and  simply  ties  the  two  uterine  and  the  two  ovarian 
arteries  and  then  cuts  out  the  uterus  and  myoma,  taking  no 
notice  of  the  veins.  The  veins  do  not  bleed  back  [regurgi- 
tate blood],  because  they  have  valves.  Doyen  picks  up  and 
ties  the  arteries  and  then  deals  with  the  appendages  and 
peritoneum  in  the  way  most  suitable  for  the  case.  If  the 
appendages  be  left  and  a  gauze  drain  be  placed  through 
the  vagina  the  result  will  probably  be  equally  good,  care 
being  taken  to  prevent  any  loop  of  intestine  from  being 
caught  by  the  gauze  plug  and  obstructed. 

HiEMOSTASIS. 

Many  diflFerent  methods  of  securing  blood-vessels  and 
arresting  haemorrhage  have  been  at  different  times  employed 
by  different  operators.  I  began  myself  by  using  well  boiled 
silk  ligatures,  and  after  trying  other  materials  have  generally 
returned  to  silk  again.  Silk  is  safe  and  clean,  but  the 
ligatures  are  not  absorbed  and  consequently  the  lower  ones 
become  infected  in  a  considerable  number  of  cases,  and 
until  they  have  worked  their  way  out  lead  to  a  discharge, 
perhaps  for  several  months.  Kocher's  rule  is  to  use  silk 
in  all  cases  unless  there  is  suppuration,  when  catgut  is 
employed. 

After  seeing  Doyen  use  his  elastic  pressure  forceps  in 
hysterectomy  ;  I  began  to  use  them  in  suitable  cases,  and  as 
r^;ards  bleeding  have  never  had  any  accident,  but  in  one 
instance ;  when  I  came  to  take  the  clamps  off,  a  blade  of 
one  of  them  was  broken,  and  it  seemed  to  me  that  such  an 
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accident  might  just  as  possibly  have  happened  within  a  few 
hours  of  the  operation  as  later,  and  happening  earlier, 
might  have  been  followed  by  severe  or  even  fatal  bleeding. 
I  now  use  them  only  when  some  pedicle  or  bleeding  stump 
is  so  difficult  of  access  that  I  am  unable  to  ligature  it,  or  in 
hysterectomy  for  prolapse  of  the  uterus,  where  the  increased 
sloughing  caused  by  the  forceps,  compared  with  the  liga- 
ture, is  of  value  in  giving  a  deeper  and  denser  scar.  This 
leads  me  to  say  that  the  ideal  method  is  necessarily  that 
which  Doyen  and  Sneguireff  use  in  abdominal  hysterec- 
tomy ;  the  vessels  are  cut  before  ligature  and  are  picked  up 
cleanly,  as  in  the  amputation  of  a  limb  or  breast. 

Angiotripsy,  a  method  familiar  to  and  practised  by  us 
all,  was  well  known  and  appreciated  before  Doyen  applied 
it  to  the  larger  vessels,  where  it  is  not  always  safe  and  is 
perhaps  unnecessary,  inasmuch  as  it  does  not  save  any 
time  worth  consideration.  I  myself  use  small  elastic 
pressure  forceps,  in  fact  miniature  Doyen's  clamps,  with  a 
deep  rack,  so  that  great  pressure  can  be  put  on  any  vessel 
picked  up.  With  these  I  crush  any  vessel  visible  on  the 
face  of  the  ligatured  stump,  so  that,  should  the  ligature 
slip,  the  vessel  may  remain  occluded  and  no  bleeding  occur. 

I  have  used  catgut  in  many  forms,  have  several  times 
abandoned  and  again  returned  to  it ;  at  present  I  am 
strongly  in  favour  of  it,  and  am  using  Macfarlane's  sulpho- 
chromic  catgut,  which  I  soak  in  ether  for  twenty-four  hours 
and  then  boil  in  Mayo  Robson's  brass  cylinder  in  xylol  or 
methylated  spirit.  While  I  think  more  highly  of  the  xylol, 
for  immediate  use  I  prefer  boiling  in  spirit. 

After  boiling  in  xylol  I  keep  the  gut  in  rectified  spirit  in 
Canada  balsam  bottles,  one  link  in  each  bottle.  As  the  lids 
of  these  bottles  overlap  the  necks  the  dust  does  not  get  in 
at  the  moment  of  removing  the  lid.  I  find  that  the  catgut 
coming  out  of  rectified  spirit  is  more  pliable  and  less  brittle 
than  that  direct  from  xylol. 

A  point  worth  noting  in  working  with  catgut  is  that  if 
a  small  portion  of  tissue  only  be  taken  up  with  each  ligature, 
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no  great  amount  of  force  need  be  used  in  tying.  Hypo- 
thetically  I  use  two  ligatures  on  the  posterior  vaginal  wall, 
three  on  the  base  of  each  broad  ligament,  and  three  more 
on  each  side  above  the  first  three.  This  is  four  ligatures 
to  each  broad  ligament,  and  an  anterior  and  a  posterior 
ligature  of  the  vaginal  wall  near  the  base  of  each  ligament. 
Any  bleeding  points  are  then  picked  up  and  the  vagina  is 
closed  or  not,  according  to  the  state  of  the  tissues  operated 
on.  If  the  sutures  on  the  posterior  vaginal  wall  be  tied  to 
those  on  the  anterior  bases  of  the  broad  ligaments,  the 
pelvic  floor  is  closed  sufficiently  to  prevent  any  descent  of 
the  bowels,  and  at  the  same  time  free  drainage  is  left. 

In  removing  fibroid  polypi  there  is  no  need  for  anything 
to  control  the  bleeding  more  than  an  iodoform  gauze  plug. 
The  use  of  6craseurs  and  wire  nooses  and  the  fear  of 
excessive  bleeding  can  only  have  been  based  upon  false 
ideas  and  probably  on  removals  of  portions  of  the  uterine 
wall  by  mistake. 

In  enucleating  myomata  by  the  vagina  after  splitting  the 
Hps  of  the  cervix  the  bleeding  from  the  veuous  sinuses  is 
often  severe.  Here  we  must  hasten  the  operation  and  plug 
the  uterine  cavity  and  that  from  which  the  myoma  has  been 
taken  ;  the  uterus  will  then  contract  and  the  bleeding  cease 
as  natnrally  as  after  labour. 

In  making  the  vaginal  incisions  in  combined  hysterec- 
tomy we  not  infrequently  meet  with  large  vessels,  chiefly 
venous,  but  the  azygos  and  circular  arteries  are  sometimes 
much  bigger  than  usual.  It  is  therefore  better  to  cut 
through  the  mucous  membrane  only  round  the  cervix  and 
then  to  continue  the  separation  bluntly  with  the  finger  for 
some  distance  in  front  and  behind  ;  it  is  not  important  to 
separate  far  in  front,  but  the  pouch  of  Douglas  should  be 
opened  if  this  can  be  done  without  undue  cutting  or  strain. 
(Of  course  in  favourable  cases  the  uterine  arteries  can  be 
secured  from  the  vagina,  and  abdominal  procedure  is  then 
simple.)   As  a  rule,  a  couple  of  compresses  in  the  vagina, 
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one  before  and  one  behind  the  volsella  on  the  cervix,  will 
check  the  bleeding. 

In  vaginal  hysterectomy,  it  may  be  again  stated,  any 
bleeding  that  occurs  after  ligature  and  section  of  the  broad 
ligaments  will,  nine  times  out  of  ten,  come  from  the  uterine 
arteries,  or  their  branches.  This  means  that  instead  of 
pulling  down  high  pedicles  we  should  at  once  inspect  the 
lower  segments  of  the  broad  ligaments  for  the  bleeding 
points.  There  is  sometimes  severe  haemorrhage  from  the 
posterior  vaginal  wall,  but  it  is  easily  brought  under  obser- 
vation and  secured ;  it  comes  from  vaginal  and  haemor- 
rhoidal  arteries. 

I  ought  perhaps  to  mention  that  as  a  rule  too  big  a 
bunch  of  tissue  is  caught  in  the  first  ligature.  It  is  safer  to 
catch  the  utero-sacral  ligament  with  the  posterior  segment 
of  the  base  of  the  broad  ligament  in  one  suture,  then  to  take 
the  anterior  segment  in  another  ;  the  third  suture  will  then 
secure  the  uterine  artery  without  too  much  adventitious 
tissue  and  tension,  so  that  the  ligatured  stump,  when  it  is 
divided,  does  not  shrink  and  allow  the  ligature  to  hang 
loosely  upon  it  and  thus  release  the  artery  to  bleed,  but  the 
ligature  retains  its  hold  upon  the  artery. 

In  ligaturing  from  the  abdominal  side,  the  first  sutures 
should  be  passed  beneath  the  infundibulo-pelvic  ligament, 
unless  it  be  desired  to  save  the  ovary.^  The  second  set 
secure  the  middle  portions  of  the  broad  ligaments,  and  as  a 
rule  just  miss  the  uterine  arteries.  Some  vein  is  generally 
pricked,  or  the  forceps  applied  on  the  uterine  side  may  slip 

^  Howard  Kelly  has  pointed  out  that  at  the  infundibulo-pelvic  margin 
the  two  layers  of  the  peritoneum  of  the  broad  ligament  have  practically 
nothing  between  them;  the  ovarian  artery  and  pampiniform  plexus  of 
veins  are  well  gathered  up  into  little  compass,  and  with  care  there  is  no 
danger  of  wounding  any  large  thin-walled  vein  of  the  broad  ligament 
The  selection  of  this  spot  is  essential  for  the  removal  of  the  ovaries  and 
tubes :  the  suture  is  passed,  the  loop  is  cut,  one  half  is  tied  over  the 
infundibulo-pelvic  ligament,  and  the  other  is  tied  internally  to  the  ovary 
and  tube,  near  the  uterine  horn.  The  tube  and  ovary  on  each  side 
having  been  so  treated  and  cut  away,  the  ligatures  will  be  found  on  each 


Heemorrhage  in  Dealittg  with  MyomcUa  67 


off  and  there  may  be  a  great  deal  of  haemorrhage  from  the 
vessels  of  the  uterus  and  tumour.  This  may  render  the 
further  procedure  of  separating  the  bladder  and  opening  the 
posterior  fornix  very  difficult,  and  may  lead  to  grave  loss  of 
blood. 

Baer,  Sneguireff,  Kelly  and  others,  after  tying  the  ovarian 
arteries,  at  once  aim  at  securing  the  uterine  vessels;  and 
Doyen,  in  suitable  cases,  promptly  divides  the  remainder  of 
the  broad  ligaments,  including  the  uterine  arteries,  which 
he  picks  up  and  secures  separately ;  they  are  no  doubt  right, 
the  veins  do  not  matter  as  they  do  not  bleed  after  their 
supply  from  the  uterine  arteries  is  cut  off.  When  an  as- 
sistant cannot  control  the  broad  ligament  stumps  a  pair  of 
pressure  forceps  on  each  will  do  so,  and  can  be  taken  off 
one  after  the  other  when  everything  is  ready  for  picking  up 
the  larger  vessels  ;  some  of  these  may  be  seen  and  secured 
before  the  clamps  are  released. 

My  views  are  that  in  hysterectomy — 

(1)  Direct  ligature  of  the  vessels  is  to  be  aimed  at;  for 
this  catgut  is  best  because  it  is  absorbed. 

(2)  When  direct  ligature  is  impossible,  the  broad  liga- 
ments should  be  ligatured  in  sections  ;  the  sections  should 
be  small,  and  the  uterine  and  ovarian  vessels,  when  seen  on 
the  face  of  a  stump,  should  be  separately  secured, 

(3)  Angiotripsy  should  be  always  used  for  small  points, 
and  combined  with  ligature  may  be  used  for  large  vessels. 

(4)  Clamps  for  the  broad  ligaments  or  serre-noeuds  for 
extra  peritoneal  securing  of  the  stump,  are  only  to  be 


side  to  have  been  drawn  apart,  the  one  to  the  pelvic  wall,  and  the  other 
to  the  uterine  comu,  while  between  them  lies  the  sharp  margin  of  the 
two  layers  of  the  peritoneum  of  the  broad  ligament,  parallel  and  closely 
applied.  As  this  margin  contains  no  vessels  it  wants  no  suture  ;  it  offers 
no  space  for  the  strangulation  of  loops  of  bowel,  and  as  it  is  elastic  there 
is  no  pressure  on  the  rectum,  as  there  is  when  the  appendages  are 
removed  by  the  bunching  suture.  This  procedure  renders  the  removal 
of  non-adherent  adnexa  so  simple  and  sure  that  one  may  well  regret  the 
comparative  uncertainty  of  this  method  of  treatment  of  myomata. 


68 


Original  Communication 


used  when  ligature  is  impossible,  or  some  secondary  action 
is  aimed  at,  as  in  vaginal  hysterectomy  for  prolapse, 
or,  finally,  when  rapidity  of  operation  is  of  unusual 
consequence. 

(5)  In  using  catgut  care  is  required  (a)  not  to  include 
too  much  tissue  in  each  ligature ;  (6)  not  to  use  too  great 
force  ;  (c)  to  tie  any  vessels  on  the  face  of  the  stump. 

(6)  Silk  is  our  great  reserve  when  catgut  is  bad  or  un- 
satisfactory to  the  surgeon  ;  it  is  so  much  more  easy  to 
work  and  its  disadvantages  are  so  secondary  that  it  may 
be  employed  without  hesitation. 

(7)  When  catgut  or  silk  sutures  have  been  used  the 
after-course  is  usually  straight  and  smooth. 

With  clamps  this  is  not  so,  we  have  the  discomfort 
and  apprehension  the  presence  of  such  instruments  in  her 
vagina  causes  the  patient  and  our  own  anxiety  till  they 
come  away;  accidents  have  happened;  moreover,  there  is 
a  slough  to  come  away  in  from  seven  to  ten  days,  or  even 
later,  though  I  find  I  can  to  a  great  extent  avoid  this  slough 
by  taking  off  the  clamps  in  eighteen  to  twenty-four  hours, 
and  so  allowing  some  intercellular  circulation  before  the 
distal  portion  of  the  stump  is  dead.  I  have  known  perfora- 
tion of  the  bowel  to  be  caused  by  pressure  of  the  points  of 
the  clamps,  while  if  a  patient  is  at  all  restless  the  clamps 
may  be  forced  off  the  ligaments  and  in  difficult  cases  cannot 
be  used  at  all. 

The  blood-vessels  should  be  picked  up  cleanly,  crushed 
with  elastic  artery  forceps,  and  ligatured  with  catgut  or  fine 
silk. 

Protection  of  the  Bladder  and  Ureters. 

The  bladder  requires  careful  consideration  in  several 
stages  of  the  operation.  The  peritoneal  cavity  should  be 
opened  at  the  highest  point  of  the  abdominal  incision,  and 
with  very  great  care,  since  the  bladder  is  often  carried 
upwards  and  forwards,  especially  when  the  myomatous 
enlargement  chiefly  affects  the  anterior  wall  of  the  uterus. 
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In  separating  the  bladder  from  the  anterior  face  of  the 
fundus  and  cervix  from  above  downwards  there  is  seldom 
any  great  difficulty.  An  incision  is  made,  extending  from 
one  round  h'gament  to  the  other,  across  the  anterior  wall  of 
the  uterus  above  the  reflection  of  the  peritoneum  from  the 
bladder.  The  peritoneum  is  then  stripped  down  with  a 
compress  until  the  vaginal  mucous  membrane  is  reached, 
and  if  the  volsella  have  been  left  on  the  cervix  the  anterior 
blade  can  be  felt  and  cut  down  upon.  Some  operators 
prefer  to  cut  down  upon  an  obturator  or  upon  a  curved 
pair  of  forceps  passed  into  the  anterior  vaginal  fornix.  The 
safest  way  is  to  open  the  posterior  vaginal  fornix  from 
the  pK)uch  of  Douglas  upon  the  volsella  or  upon  an 
obturator  or  pair  of  forceps.  When  this  has  been  done 
the  cervix  is  seized  and  drawn  up  and  the  mucous  mem- 
brane divided  ;  the  finger  can  then  be  passed  down  below 
the  OS  and  worked  up  into  the  connective  tissue  between  the 
bladder  and  the  uterus  until  it  can  be  cut  down  upon  from 
the  utero-vesical  peritoneal  pouch.  If  the  vaginal  mucous 
membrane  cannot  be  divided  in  front  because  of  the  fixity 
of  the  cervix,  or  because  it  cannot  be  brought  into  view, 
the  finger  passed  into  the  vagina  and  round  the  cervix  still 
a£Fords  the  best  obturator  for  cutting  down  upon. 

When  operating  from  the  vagina,  the  bladder  is  best 
avoided  by  working  into  the  uterine  tissues,  for  it  must  be 
remembered  that  the  vesical  and  uterine  muscular  coats 
are  not  always  separate  but  retain  their  ontogenetical  con- 
nection. Doyen's  method  is  simply  an  inverted  vaginal 
way  of  separating  the  bladder  from  the  uterus,  with  the 
advantage  that  the  cervix  is  drawn  backwards  and  upwards, 
while  the  bladder,  held  forwards  by  its  attachments,  is 
kept  as  far  as  possible  from  the  anterior  lip  of  the  uterus. 

The  ureters  have  not  given  trouble  in  any  of  my  cases. 
I  have,  in  several  instances  where  the  broad  ligaments  were 
opened  up  by  myomatous  masses,  seen  them  and  have  care- 
fully drawn  Uiem  to  one  side.  Doyen's  method  of  separat- 
ing the  cervix  up  to  the  base  of  the  broad  ligaments,  that 
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is  to  say,  as  far  as  the  uterine  arteries,  gives  even  more 
protection  to  the  ureters  than  to  the  bladder.  The  ureters 
are  by  it  completely  removed  from  the  field  of  ligature,  and 
can  hardly  be  injured  if  his  method  of  picking  up  bleeding 
points,  instead  of  ligaturing  cn  masse,  be  carried  out. 

The  preliminary  separation  of  the  cervix  from  the  vaginal 
side  also  assists  greatly  in  preserving  the  ureters  ;  the  fingers 
should  be  passed  in  between  the  bladder  and  the  anterior 
uterine  (cervical)  wall  and  used  to  separate  the  parts  some- 
what widely  to  each  side ;  this  carries  the  ureters  to  the 
side  away  from  the  ligatures.  When  possible  the  cervix 
should  be  pulled  well  down  with  volsella  before  ligaturing, 
so  as  to  draw  it  and  the  uterine  arteries  through  the  sling 
formed  by  the  ureters  and  leave  the  arteries  free  for  tying 
without  any  danger  to  the  ureters,  the  needle  point  being, 
of  course,  kept  to  the  uterine  tissues  and  not  allowed  to 
stray  outwards.  In  malignant  infiltration  this  procedure 
cannot  be  done,  but  then  unless  the  uterus  can  be  drawn 
down  it  is  generally  futile  to  remove  it  for  malignant  disease. 
Such  fixation  is  sometimes  inflammatory,  and  a  week  or  two 
in  bed  may,  even  in  malignant  cases,  do  much  to  remove  it. 

I  have  not  yet  catheterised  the  ureters,  but  the  pre- 
liminary palpation  of  their  vaginal  and  subligamentary 
portions  will  undoubtedly  assist  the  operator.  Should  one 
of  the  ureters  be  simply  divided  without  any  length  being 
removed,  the  upper  cut  end  maj'  be  fixed  into  the  lower 
one,  and  the  union  will  usually  be  good. 

Choice  of  Operation. 

The  situation,  size,  number  and  consistence  of  the 
myomata,  and  their  relation  to  the  uterus  and  to  the 
adjacent  ligaments,  are  most  important  in  deciding  upon 
the  method  of  attack  and  choice  of  operation,  and  the  first 
condition  to  be  considered  is  the  fibroid  polypus  when 
the  myoma  is  found  to  be  protruding  through  the  cervical 
canal.  The  cervix  is  seized  with  volsella,  if  possible  before 
the  amputation,  and  the  protruding  mass  is  cut  away  with 
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scissors  or  knife,  and  the  pedicle,  if  there  be  one,  may  be 
ligatured  ;  but  as  a  rule  plugging  is  quite  sufficient,  as  the 
arteries  are  very  small  and  the  bleeding  is  venous.  If  the 
mass  be  cut  away  carefully  and  the  pedicle  or  deeper 
portion  be  attacked  within  view  there  need  be  no  fear  of 
cutting  through  the  uterine  wall,  and  even  if  this  should  be 
done,  the  preliminary  washing  and  cleaning  will  prevent 
sepsis,  and  a  few  catgut  sutures  will  shut  off  the  peritoneal 
cavity. 

The  uterus  should  after  this  be  carefully  examined  so 
that  any  other  myomatous  nodules  may  be  enucleated  while 
the  cavity  is  patent  and  easily  manipulated.  When  the 
cavity  is  dilated  any  submucous  myoma,  not  larger  than 
a  Tangerine  orange,  may  be  easily  dealt  with  in  this  way, 
but  with  tumours  of  a  larger  size  the  operation  becomes 
more  severe  and  laborious,  for  the  larger  myoma  become 
interstitial  rather  than  submucous,  and  more  complicated 
procedures  are  necessary.  The  mucous  membrane  and 
capsule  should  be  split  over  the  tumour  and  the  finger 
passed  inside  the  capsule  and  worked  about  between  the 
growth  and  the  capsule.  This  frees  the  myoma  and  at  the 
same  time  enables  the  operator  to  gain  a  clearer  idea  of  its 
size  and  consistence.  Volsella  and  scissors  are  used  to 
cut  out  V-shaped  pieces  until  the  mass  can  be  got  away. 
Doyen's  cutting  tubes  are  very  powerful  instruments,  and 
if  used  carelessly  may  do  irreparable  damage,  but  are  very 
good  for  gouging  out  the  first  portions  of  the  myoma,  and 
thus  enabling  the  scissors  and  volsella  to  come  in  play. 

When  the  tumour  is  as  big  as  a  foetal  head  or  bigger 
its  delivery  depends  a  good  deal  upon  the  size  of  the 
passages,  and  as  these  tumours  often  occur  in  virgins  or 
sterile  women  the  passages  may  have  to  be  enlarged. 

The  incisions  usually  required  are  in  the  tissue  of  the 
cervix  ;  the  anterior  wall  may  be  divided  almost  to  the 
fundus,  and  the  peritoneum  with  care  pushed  off  without 
injury,  but  there  need  be  no  excessive  strain  to  avoid 
injury  or  opening  of  the  peritoneum,  because  if  the  modern 
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cleansing  and  disinfection  be  carried  out  in  every  case, 
however  simple,  a  clean  wound  of  the  peritoneum  is  not 
dangerous  and  need  not  even  be  closed  by  suture,  as  its 
sides  will  fall  together.  The  posterior  wall  may  similarly  be 
incised  high  up,  and  there  need  be  no  anxiety  about  opening 
the  peritoneum,  though  it  is  better  to  avoid  doing  so. 

After  such  incisions  any  encapsuled  growth  can  be 
removed  by  morcellement,  and  the  anterior  and  posterior 
incisions  having  been  sutured  and  plugged  with  iodoform 
gauze  the  uterine  cavity  may  be  washed  out.  The  bleeding 
is  almost  entirely  venous  and  soon  stops  with  pressure.  It 
is  well  to  have  transfusion  apparatus  ready,  but  a  saline  and 
brandy  injection  by  the  bowel  is  perhaps  as  good  as  any- 
thing. I  have  seen  a  patient  die  half  an  hour  after  the 
completion  of  the  operation,  and  her  death  was  then 
thought  to  be  due  to  shock  and  to  the  anaesthetic  which  1 
had  myself  administered;  but  I  believe  that,  had  the 
patient's  vessels  been  filled  with  warm  saline  solution  by 
transfusion,  and  her  neuro-vasomotor  system  supported 
by  an  injection  of  strychnine,  she  would  have  lived.  Dr. 
Duncan  attributes  his  great  success  in  hysterectomy  partly 
to  continued  use  of  strychnine. 

Dr.  Alexander  is  able  to  enucleate  all  the  myomata  he 
can  find  and  preserve  the  uterus  by  opening  the  anterior 
and  posterior  peritoneal  pouches  and  by  abdominal  section 
if  necessary.  This,  he  says,  is  the  true  treatment  for 
myomata,  but  the  question  of  regrowth  and  malignant 
degeneration  of  these  tumours  must  be  further  investigated 
before  we  can  judge  of  the  real  value  of  this  method. 
Moreover,  the  utility  of  such  a  uterus  has  not  been  proved. 

In  enucleation,  as  in  every  other  operation  for  myoma 
of  the  uterus,  we  are  apt  to  pass  out  of  one  method  into 
quite  a  different  one,  and  hence  the  necessity  for  being 
prepared  to  do  combined  panhysterectomy,  even  when 
there  is  apparently  only  a  fibroid  polypus  to  be  dealt  with. 

A  pedunculated  myoma  may  be  carefully  tied  oflf  and 
the  bleeding  easily  controlled ;  one  that  is  subserous  may 
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be  enucleated,  and  the  cavity  closed  or  plugged,  and  sutured 
to  the  parieties  and  drained. 

When  a  myoma  lies  at  the  fundus,  or  there  are  several 
such  tumours  and  some  not  directly  assailable,  we  may 
remove  the  uterus,  according  to  the  nature  of  the  case,  by 
various  methods. 

To  decide  our  mode  of  attack  we  always  try  in  the  first 
place  to  find  the  method  which  is  simplest,  easiest  and 
safest,  and  we  are  prepared  to  remove  the  uterus  if  the  one 
we  have  elected  to  carry  out  fails.  While  this  is  the  dernier 
ressort  for  the  operator,  in  practised  hands,  it  makes  the 
recovery  of  the  patient  certain.  Let  me  repeat,  that  if  I 
find  myself  unable  to  carry  out  the  operation  I  have  selected 
for  the  particular  case  perfectly,  I  generally  proceed  to 
hysterectomy. 

The  safest  way  of  removing  the  uterus  is  by  vaginal 
hysterectomy  with  subdivision  or  morcellement,  and  this  is 
an  easy  method  if  the  myoma  is  in  the  body  of  the  uterus, 
and  the  cervix  and  uterine  arteries  are  free  from  masses  of 
growth.  In  such  a  case,  if  the  uterus  be  too  large  for 
removal  per  vaginam  it  may  be  clamped  in  the  abdo- 
minal incision  or  amputated  supravaginally,  or  removed 
by  Doyen's  method,  or  any  other  way.  Any  method  will 
be  successful,  and  it  is  upon  such  cases  that  statistics  are 
built  up  by  different  authors  for  their  favourite  methods. 

Removal  of  Appendages  Abdominally. 

The  appendages  may  be  removed  by  abdominal  section, 
especially  in  women  above  40,  and  the  tumour  will  shrink. 
If  the  patient  be  exsanguined  by  excessive  bleeding,  this 
procedure  is  perhaps  the  best,  and  recommends  itself  when 
there  is  adnexal  disease.  I  have  employed  it  when  I  have 
had  insufficient  assistance,  and  the  whole  uterus  was  en- 
larged and  mobile,  and  the  removal  of  the  appendages  was 
absolutely  simple  and  sure,  and  in  cases  where,  for  other 
reasons  I  thought  it  the  easiest  and  safest,  and  nothing 
seemed  likely  to  interfere  with  its  immediate  success ;  but 
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such  cases  are  exceptional  and  imply  that  we  are  seeking 
immediate  safety  rather  than  theoretical*;  perfection  and 
thoroughness. 

Combined  Hysterectomy. 

Supposing  that  the  mass  is  wedged  into  the  pelvis 
and  so  adherent  that  the  complete  removal  of  the 
appendages  is  impossible,  or  might  result  in  venous 
laceration  or  increase  the  pelvic  tension  so  that  the  rectum 
would  be  dangerously  obstructed,  it  is  plain  that  any  attempt 
at  such  an  operation  would  be  perilous  and  must  not  be 
undertaken.  In  another  case  attacked  per  vaginam,  the 
operation  may  have  been  carried  as  far  as  the  division 
round  the  cervix,  perhaps  with  freeing  of  the  bladder  and 
opening  the  pouch  of  Douglas ;  but  if  the  mass  be  too 
big,  or  too  involved,  to  be  removed  by  the  vagina,  an 
abdominal  cceliotomy  is  inevitable. 

The  Trendelenburg  position  undoubtedly  is  of  great 
advantage  in  keeping  the  field  of  action  clear,  and  possibly 
in  lowering  the  arterial  and  venous  pressure  and  assisting 
anaesthesia.    Leopold's  tin  back  rest  is  sufficient. 

All  adhesions  should  then  be  carefully  separated,  and 
the  situation  of  the  growth  and  the  implication  of  the  uterus 
accurately  made  out.  Enucleation  with  suture  or  drainage, 
if  it  seem  feasible,  may  then  be  tried.  Generally  ligature 
and  division  of  the  broad  ligaments  downwards  soon 
releases  the  uterus ;  here  the  early  freeing  of  the  bladder 
after  incision  of  the  peritoneum  is  of  great  help,  and  the 
previous  opening  of  the  pouch  of  Douglas  and  the 
leaving  a  pair  of  thick  volsella  grasping  both  lips  of  the 
cervix,  is  a  most  important  preliminary.  Such  volsella 
may  be  curved,  and  forceps  have  been  constructed  with 
special  crowns  for  this  purpose,  but  an  ordinary  strong 
pair  prove  very  useful  and  may  be  employed  later  to  draw 
down  the  gauze  into  the  vagina. 

When  the  pouch  of  Douglas  has  been  opened  and  the 
anterior  vaginal  fornix  opened  into  after  separation  of  the 
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bladder,  the  uterus  hangs  solely  by  its  lateral  ligament  and 
vessels,  and  these  are  then  ligatured. 

Any  myomata  lower  down  in  the  cervix  may  be 
enucleated  before  ligature  if  in  the  way,  or  the  ligatures 
may  be  carried  down  the  free  broad  ligament  (Kelly)  and 
up  the  other,  and  the  tumours  thus  rolled  out  of  the  impli- 
cated broad  ligament  from  below. 

Supravaginal  hysterectomy  or  supravaginal  myomo- 
hysterectomy is  performed  by  ligation  of  the  broad  liga- 
ments down  to  the  cervix  and  including  the  uterine  arteries. 
Anterior  and  posterior  peritoneal  flaps  are  turned  down  from 
the  uterus.  The  cervix  is  cut  across,  and  the  uterine 
mucosa  is  excised  on  the  surface  of  the  stump.  The 
peritoneal  flaps  are  sutured  with  a  running  suture  over  the 
cervical  stump. 

Kelly's  method  of  beginning  on  the  more  accessible 
broad  ligament  and  going  down  this  side,  then  cutting  the 
cervix  and  attacking  the  other  broad  ligament  from  below 
upward,  facilitates  the  carrying  out  of  the  supravaginal  hys- 
terectomy in  difficult  cases  where  the  myomata  involve  the 
lower  parts  of  uterus  or  grow  into  the  broad  ligaments.  The 
facility  of  performance,  security  from  infection  and  quick 
recovery,  are  strong  advantages. 

The  only  difficult  step  in  panhysterectomy  is,  usually,  the 
ligature  of  the  lower  portions  of  the  broad  ligaments  ;  this 
is  more  particularly  the  case  when  no  vaginal  steps  have 
been  taken,  as  the  mucous  membrane  holds  down  the 
cervix,  and  one  is  apt  to  put  on  several  unnecessary  liga- 
tures in  completing  the  removal  of  the  cervix. 

Supravaginal  amputation  of  the  uterus  is  an  operation 
very  strongly  advocated  in  some  quarters.  1  cannot  support 
it  myself  as  a  routine  procedure,  because  it  leaves  the 
cervix  behind  with  the  possibility  of  recurrence  or  malig- 
nant degeneration. 

Malignant  Degeneration. 

I  have  operated  upon  some  sixty  cases  of  myoma, 
excluding  fibroid  polypi,  and  have  met  with  two  cases  of 
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sarcomatous  degeneration  or  recurrence  in  the  uterine  tissue 
left  behind.  Mr.  Christopher  Martin  has  had  similar  ex- 
perience in  two  cases. 

In  two  cases,  near  the  menopause,  where  I  advised  the 
patients  to  have  no  surgical  interference,  malignant  degene- 
ration occurred  within  three  years,  in  one  case  in  the  fundus, 
in  the  other  on  the  cervix,  and  when  they  came  to  see  me 
again  it  was  too  late  to  do  anything.  These  cases  bear  on 
the  subject  only  to  the  extent  of  showing  that  myoma  of  the 
uterus  may  lead  to,  or  become,  malignant  disease.  Doyen 
also  has  met  with  cancerous  degeneration  of  the  unremoved 
cervix.  Schauta,  in  his  report  to  the  International  Congress 
at  Amsterdam  in  1899,  gives  eleven  cases  of  sarcomatous  or 
cancerous  degeneration  of  the  cervix,  as  already  published 
in  1898.  As  far  as  my  own  experience  has  gone,  recurrence 
and  degeneration  of  myomata  into  cancer  or  sarcoma  occur 
in  as  large  a  percentage  of  cases  as  deaths  after  operations 
for  these*  tumours,  and  as  recent  results  have  proved  that 
panhysterectomy  is  the  safest  operation  there  is  no  excuse 
for  leaving  the  cervix,  except  that  its  removal  may  interfere 
with  marital  relationship  by  shortening  the  vagina,  a  danger 
to  which  ray  attention  has  been  drawn  by  Mr.  Furneaux 
Jordan,  but  which  may  be  avoided  if  the  mucous  membrane 
be  left  freely  on  the  cervix. 

The  important  fact  is  overlooked,  that  while  supravaginal 
hysterectomy  is  done  only  in  milder  and  more  favourable 
cases,  deeply  imbedded  pelvic  growths,  cervical  growths, 
and  those  affected  with  inflammatory  or  malignant  mischief 
are  subjected  to  panhysterectomy  and  swell  its  death  rate.  If 
the  advocates  of  panhysterectomy  were  allowed  to  operate  on 
the  cases  selected  by  the  partisans  of  supravaginal  hysterec- 
tomy, the  results  of  the  former  operation,  in  these  particular 
cases,  would  equal,  if  not  surpass,  those  of  the  latter.  How- 
ever, be  this  as  it  may,  as  we  know  that  when  the  supra- 
vaginal method  is  adopted  the  patient  runs  the  great  dangers 
of  pelvic  cellulitis  and  of  recurrence  of  the  growth  in  the 
cervix,  in  addition  to  the  immediate  risks  of  the  operation. 
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we  must  incline  to  the  total  removal  of  the  uterus  whenever 
it  is  involved  by  myomatous  growth  to  an  extent  that  would 
induce  the  advocates  of  supravaginal  hysterectomy  to  per- 
form that  operation.^ 

Conclusions. 

From  my  personal  experience  in  the  surgery  of  myomata 
I  am  inclined  to  conclude  as  follows  : — 

(1)  The  vagina  should  be  carefully  cleaned  and  the 
uterine  cavity  douched,  and  even  curetted  when  possible. 

(2)  The  essence  of  all  methods  is  the  securing  of  the 
arterial  supply  of  the  uterus  early  in  the  operation. 

(3)  It  is  essential  that  the  operator  should  know  the 
anatomy  of  the  uterus  and  pelvic  organs. 

(4)  He  must  be  ready  to  perform  panhysterectomy  in 
what  may  appear  to  be  the  simplest  case. 

(5)  In  panhysterectomy  the  vaginal  attack  may,  when 
the  cervix  is  free,  remove  all  difficulty,  and  in  any  case 
facilitates  the  operation  and  gives  the  operator  a  clearer 
conception  of  what  he  has  to  do. 


'  In  a  paper,  '*Ueber  Dauerfolge  nach  Myomotomie "  (Supravaginal 
AmpuUtion),  &c.,  &c.  {Archiv,  /.  Geb.  u,  Gyn,,  1901,  Bd.  Ixii.,  Heft.  3), 
Schenk  says  :  In  case  18  carcinoma  developed  in  the  stump  and  within  a 
few  months  caused  the  death  of  the  patient,  who  refused  operation ;  Jacobs 
met  with  two  similar  cases  ;  Wehmer,  one  ;  Menge,  two  ;  Saver,  four  ; 
Hacker,  v.  Erlach,  and  Freund,  one  each ;  the  number  of  such  cases 
recorded  is  therefore  not  a  small  one.  Saenger,  however,  declares  that 
so  long  as  supravaginal  myomo-hysterectomy  gives  results  so  much 
better  than  abdominal  total  hysterectomy  (a  mortality  of  41  compared 
with  9*6  Hofmeier)  the  possibility  of  a  subsequent  malignant  degene- 
ration of  the  cervical  stump  cannot  be  accepted  as  a  pressing  indication 
for  total  extirpation ;  the  cervix  may  be  kept  under  observation  and 
the  stump  removed  if  degenerating."  The  malignant  degeneration 
or  recurrence  in  the  stump  is  unfortunately  not  discovered  in  time, 
and  its  discovery  and  the  suggestion  of  a  second  operation  distresses  the 
patient  excessively,  and,  as  in  Schenk's  case,  the  second  operation  is 
probably  dedinedL  Hofmeier's  figures  are  not  indisputable  and  the 
ratio  is  even  reversed  by  several  authorities.  The  whole  question  depends 
npon  the  future  results  of  the  two  classes  of  operation.  See  also  Flatau, 
infra  Summary,  p.  8, 
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(6)  That  panhysterectomy,  with  suture  of  the  peritoneal 
flaps,  and  care  as  regards  leaving  plenty  of  vaginal  mucous 
membrane,  is  the  safest  operation  and  is  the  only  true  and 
complete  treatment  of  the  myomatous  uterus. 

(7)  That  the  question  of  malignant  disease  (degeneration 
or  recurrence)  in  the  cervical  stump  is  a  subject  requiring 
further  investigation. 
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REVIEWS. 

The  History  of  Ancient  Gynecology.  By  W.  J. 
Stewart  McKay,  M.B.,  M.Ch.,  B.Sc,  Senior  Surgeon 
to  the  Lewisham  Hospital  for  Women  and  Children, 
Sydney ;  late  Surgeon  to  the  Benevolent  Asylum 
Maternity  Hospital,  Sydney ;  Fellow  of  the  British 
Gynjecological  Society,  and  of  the  Obstetrical  Society 
of  London.  Pp.  xx.  and  320.  Demy  8vo.  Price 
7s.  6d.  net.    London  :  Baillifere,  Tindall  and  Cox,  1901. 

In  examining  the  knowledge  of  the  ancients  of  the 
diseases  of  women.  Dr.  McKay,  writing  at  the  antipodes, 
has  had  to  contend  with  the  disadvantage  that  he  has  had 
to  procure  from  Europe  every  work  he  wished  to  consult, 
and  often  to  wait  not  merely  months,  but  years,  before  he 
could  obtain  what  he  wanted.  We  must  congratulate  him 
upon  the  result,  a  monument  of  patient  and  systematic 
research,  infinitely  more  painful  than  it  would  have  been 
had  he  had  the  facilities  of  reference  so  readily  accessible 
in  the  libraries  of  the  old  world. 

After  considering  the  records  which  elucidate  the  history 
of  medicine  in  Egypt,  the  oldest  and  by  far  the  most  impor- 
tant of  which  is  the  Papyrus  Ebers  (B.C.  1550),  the  Hindu 
medical  writings  of  highest  antiquity,  the  Charaka  and 
Susnita  A)rur-V^das,  and  taking  due  notice  of  early  Greek 
science,  including  the  Asclepian,  Dr.  McKay  gives  some 
account  of  the  life  and  works  of  each  author  worthy  of  note, 
from  Hippocrates  (460  B.C.)  to  Paulus  -^gineta  (c.  600  A.D.), 
quoting,  under  classified  headings,  the  passages  bearing 
upon  the  diseases  of  women.    In  the  second  part  of  the 


8o  Reviews 


book  he  has  given  a  general  risutni  of  the  anatomy  and 
diseases  of  the  female  genital  organs  as  known  to  the 
ancients,  and  of  the  methods  of  examination  and  treatment 
practised  by  them,  so  that  the  reader  may  survey  the  whole 
subject,  and,  should  he  desire  it,  refer  for  fuller  detail  upon 
points  of  special  interest  to  the  body  of  the  work. 

The  Ebers  Papyrus  shows  that  the  early  Egyptians  paid 
some  attention  to  gynaecology :  they  had  different  words  to 
denote  the  uterus,  vagina  and  external  genitals,  and  made 
examinations  of  the  vagina  and  cervix.  They  employed  not 
only  rectal  injections,  but  medicated  suppositories  and 
pessaries  and  fumigations,  and  treated  prolapse  by  local 
applications  and  reposition ;  and  though  religion  forbade 
dissection  it  seems  possible  that  the  existence  of  the  ovaries 
was  known  from  the  practice  of  embalming. 

The  surgical  knowledge  of  the  Hindus  is  remarkable 
even  if,  as  Max  MuUer  believed,  the  Vedic  writings  do  not 
date  anterior  to  the  third  century.  They  used  a  varied 
assortment  of  instruments,  including  the  three-sided  needle, 
rectal  specula,  catheters,  irrigators  made  of  the  bladders  of 
cattle,  and  employed  poultices,  fomentations,  and  fumiga- 
tions. One  passage  seems  to  imply  that  they  looked  on 
the  Fallopian  tubes  as  canals  for  the  menses,  and  injury  to 
them  as  a  cause  of  amenorrhoea  and  sterility.  Though  their 
method  of  dissection  (leaving  the  cadaver  in  a  stream  till 
the  skin  could  be  removed  with  a  brush)  gave  them  but  a 
superficial  knowledge  of  anatomy,  they  performed  abdominal 
sections  and  operations  for  stone,  they  used  the  trocar,  for 
ascites,  and  very  probably  often  tapped  an  ovarian  cyst  by 
mistake. 

The  pseudo-Hippocratean  treatises  are  more  important 
than  the  genuine  ones  as  regards  the  diseases  of  women, 
and  exhibit  a  great  advance,  but  after  them  there  is  a  long 
interval,  and  no  work  of  equal  value  appeared  till  the  time 
of  Trajan.  It  was  not  till  1838  that  Dietz  published  the 
work  of  Soranus,  of  which  he  had  discovered  a  manuscript 
in  the  Bibliothfeque  Royale  at  Paris.    In  this  treatise,  On 
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the  Diseases  of  Women,"  the  author  deals  with  each  affec- 
tion systematically,  proceeding  from  the  accounts  of  it  given 
by  his  predecessors  to  the  enumeration  of  its  causes  and  the 
detail  of  its  symptoms,  thus  giving  a  clear  picture  of  the 
malady  and  its  various  phases.  It  seems  to  be  Dr.  McKay's 
opinion,  which  we  share,  that  no  gynaecological  treatise  of 
such  original  importance  was  put  forward  from  that  time 
to  the  nineteenth  century ;  it  was  the  basis  of  Moschion's 
reputation,  and  is  voluminously  quoted  by  ^Etius  and 
Paulus  iEgineta,  not  to  mention  less  renowned  writers. 

Galen  (who  died  about  200  a.d.)  has  the  merit  of  having 
first  pointed  out  that  the  Fallopian  tubes  were  pervious  and 
conveyed  the  ova  to  the  uterus,  but  he  added  nothing  to  the 
knowledge  of  gynaecological  disease,  and  his  anatomical 
descriptions  are  derived  from  animals  and  not  from  dis- 
section of  the  human  uterus,  and  are  inferior  to  those  of 
Soranus.  Galen  indeed  clung  to  the  idea  that  the  uterus 
was  bicorned,  the  one  side  reserved  for  the  male,  and  the 
other  for  the  female  foetus. 

From  the  time  of  Galen  medical  literature  shows  both  in 
subject  matter  and  in  style  a  rapid  decline  in  intellectual 
vigour  and  originality,  -^tius  (c.  550  A.D.),  the  first  Christian 
Greek  writer  on  medicine,  mixes  spells  and  charms  with 
more  practical  treatment,  but  his  works  are  valuable  as 
having  preserved  for  us  passages  from  authors  whose 
original  writings  are  lost,  and  as  giving  a  better  general 
view  of  the  advanced  knowledge  of  obstetrics  and  gynaecology 
than  we  can  obtain  from  other  authors.  He  reproduces  an 
interesting  chapter,  "  De  uteri  abscessu,"  from  Archigenes ; 
every  pelvic  abscess  was  supposed  by  the  ancients  to  be  one 
of  the  uterus  itself,  but  a  minute  description  is  given  of  the 
steps  to  be  adopted  in  opening  such  an  abscess  from  the 
vagina. 

The  history  of  gynaecology  after  Paulus  -^gineta  must 
be  sought  in  the  writings  of  those  physicians  who  flourished 
at  Bagdad  in  the  East,  or  Cordova  in  the  West ;  but  the 
Arabians,  debarred  by  their  religion  from  making  any 
VOL.  XVII. — NO.  65.  6 
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examination  of  the  female  genitals,  left  the  practice  of 
obstetrics  and  gynaecology,  and  even  such  operations  as 
embryotomy  and  lithotomy,  in  the  hands  of  women ;  they 
acquired  no  new  knowledge,  and  were  content  to  compile 
or  translate  from  the  Greeks  of  the  Byzantine  Empire. 

Dr.  McKay  has  therefore  not  found  it  desirable  to  discuss 
any  author  later  than  Paulus  ^Egineta.  This  writer  showed 
some  originality  in  surgery.  A  remarkable  chapter  is  quoted 
on  the  methods  of  healing  abdominal  wounds.  He  was, 
as  regards  gynaecology,  merely  a  judicious  compiler,  seldom 
acknowledging  the  source  of  his  information ;  but  the 
Arabian  authors  refer  to  his  opinion  on  almost  every  page 
of  their  works,  and  evidently  considered  him  as  one  of  the 
most  eminent  of  their  Grecian  masters. 

The  Talmud  containing  the  oral  law  of  the  Jews,  as 
compiled  by  the  Rabbin  after  the  second  destruction  of 
Jerusalem,  and  the  Gemara  or  commentaries  thereon,  of 
which  there  arc  two,  the  Jerusalem  and  the  Babylonian, 
were  not  accessible  to  Dr.  McKay  till  he  had  written  his 
book,  but  he  notices  them  in  the  preface,  pointing  out  that 
the  Rabbin  practised  vaginal  examination,  recognised  the 
hymen,  and  not  only  performed  embryotomy,  but,  con- 
vinced by  the  vivisection  of  animals  that  the  uterus  might 
be  removed  without  a  fatal  result,  had  done  the  Caesarean 
section  on  living  women  as  well  as  after  death. 

Among  much  that  is  interesting  we  note  that,  even  in 
the  Hippocratean  age,  physicians  were  enjoined  by  oath 
not  to  administer  drugs  to  procure  abortion  ;  the  fumigation 
of  the  womb — z,  practice  apparently  due  to  the  myth  that  the 
uterus,  like  an  animal,  was  attracted  by  sweet  and  repelled 
by  evil  odours — almost  foreshadows  vaporisation  so  recently 
put  forward ;  use  of  leaden  sounds  and  tents  to  straighten 
the  womb,  of  graduated  dilators  to  open  up  the  cervix,  of 
vaginal,  rectal,  and  intra-uterine  injections,  of  the  knee- 
elbow  position  and  raised  pelvis,  are  all  mentioned  in  the 
Hippocratic  treatises,  and  the  ligature  of  vessels  to  arrest 
haemorrhage  was  practised  by  Xenophon  at  Alexandria,  and 
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particularly  described  by  Celsus,  while  Soranus  and  ^Etius 
tell  of  the  survival  for  many  years  of  women  who  had 
submitted  to  vaginal  hysterectomy  for  prolapse  of  the 
womb. 

A  more  exact  study  of  anatomy,  the  discovery  of  anaes- 
thetics, the  advantages  of  asepsis  in  operations,  especially  in 
such  as  involve  the  genital  tract  or  peritoneal  cavity,  and 
the  increased  knowledge  of  pathology,  rendered  possible  only 
by  the  specimens  obtained  by  more  frequent  operation,  have 
placed  us  in  far  more  favourable  circumstances  for  dealing 
with  the  diseases  oif  the  female  organs  of  generation  than 
were  our  predecessors.  It  cannot  be  said  that  there  is 
nothing  new  in  gynaecology,  but  the  wonder  is,  considering 
the  general  state  of  knowledge  and  the  prejudices  of  even 
ancient  civilisation,  that  these  old  writers  had  learned  so 
much,  observed  with  such  accuracy,  and  were  so  resourceful 
in  practice.  Dr.  McKay  has  given  us  a  most  interesting  and 
welcome  book  ;  it  is  a  pity  that  the  want  of  an  index  renders 
it  less  useful  than  it  might  have  been. 

A  Text-book  of  Obstetrics.  By  Barton  Cooke  Hirst, 
M.D.,  Professor  of  Obstetrics  in  the  University  of  Penn- 
sylvania, &c.,  &c.  Second  edition,  with  618  illustrations 
in  the  text  and  7  coloured  plates.    Royal  8vo,  pp.  846, 
cloth,  2  IS.  net. 
The  first  edition  of  this  work  appeared  in  1898,  and  was 
so  well  received  as  to  be  exhausted  in  a  few  months.  In  the 
following  year  a  second  edition  was  published,  bearing  the 
names  of  Rebman,  London,  and  W.  B.  Saunders  &  Co.,  Phila- 
delphia, and  the  date  1899.  The  preface  to  this  second  edition 
stated  that  no  extensive  alterations  had  been  made  and  no 
revision  attempted  ;  a  few  typographical  errors  and  inaccu- 
racies were,  however,  corrected  and  the  English  equivalents 
of  metric  measurements  were  added  throughout  the  book, 
except  in  the  section  on  Pelvimetry  and  Deformities  of  the 
Pelvis,  where  they  were  judiciously  omitted.  As  the  learned 
author  remarks,  it  is  most  desirable  to  have  a  uniform  stan- 
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dard  throughout  the  civilised  world  ;  the  best  work  in  the 
study  of  deformities  has  been  done  upon  that  system,  and 
the  pelvimeters  in  common  use  are  graded  in  centimetres. 

From  Messrs.  Saunders  and  Company,  i6i.  Strand,  we 
have  received  for  review  a  book  which,  as  far  as  we  can 
see — except  as  regards  its  binding  and  title-page — ^is  iden- 
tical with  the  Second  Edition  above  described.  Moreover, 
we  find  that  a  descriptive  slip  inserted,  giving  an  abstract 
from  a  very  favourable  review,  although  undated,  appeared 
in  the  Medical  Record  of  April  22,  1899.  No  doubt,  as 
Messrs.  Saunders  have  now  an  established  publishing  house 
in  London,  it  is  desirable  for  trade  purposes  that  their  local 
address  should  appear  on  their  publications  ;  but  it  is  not 
fair,  either  to  Professor  Hirst  or  his  readers,  to  affix  the  date 
1900  to  a  work  in  which,  avowedly,  no  extensive  alterations 
have  been  made  or  revision  attempted  since  1898.  As 
post-dating  English  issues  of  works  originally  published 
in  America  seems  to  be  becoming  more  common,  and  as 
similar  inaccuracies  are  not  unknown,  we  are  sorry  to  say, 
in  other- instances,  we  draw  attention  to  the  practice  as  one 
to  be  avoided. 

As  to  the  book  itself,  we  have  little  but  unqualified  praise. 
It  is  particularly  well  arranged,  and  on  the  whole  gives  due 
consideration  to  the  physiological  as  well  as  to  the  patho- 
logical aspects  of  obstetrics.  A  chapter  on  the  anatomy  of 
the  female  pelvis  and  sexual  organs  is  followed  by  the  con- 
sideration of  the  functions  of  menstruation  and  ovulation 
and  the  connection  between  them,  and  fertilisation  and  the 
subsequent  changes  in  the  ovum.  The  foetal  appendages 
and  their  anomalies  are  then  discussed,  including  hydram- 
nios,  cystic  and  myxomatous  degeneration  of  the  chorion, 
syphilis,  and  other  diseases  of  the  placenta.  Of  malignant 
growths  at  the  placental  site  the  author  says  : — "  It  is  now 
admitted  that  both  sarcomata  and  carcinomata  may  develop 
at  the  placental  site — the  former  from  the  decidual  cells 
(deciduo-sarcoma,  deciduoma  malignum),  the  latter  from 
the  syncytium  (carcinoma  syncytiale,  syncytial  cancer)." 
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The  diseases  of  the  foetus  are  even  better  discussed  than  its 
development,  and  an  excellent  chapter  on  the  pathology  of 
pregnancy  is  concluded  by  a  good  account  of  ectopic  preg- 
nancy, with  a  tabular  statement  of  the  menstrual  history  of 
twenty-three  cases  from  the  author's  notebook,  and  contains 
some  very  interesting  illustrations  of  reported  ovarian  preg- 
nancies and  of  ruptured  tubal  pregnancies  from  fatal  cases. 
Professor  Hirst  looks  upon  abdominal  section  as  the  only 
reliable  and  trustworthy  plan  of  treatment,  and  thinks  the 
mortality  of  cases  so  treated  should  not  greatly,  if  at  all, 
exceed  5  per  cent.,  though  in  thirty-one  cases  of  his  own 
he  lost  three  :  two,  exsanguined  before  operation,  not 
recovering  consciousness,  and  the  third,  a  drunkard,  dying 
from  cirrhosis  on  the  fifth  day. 

Though  bimanual  palpation  is  described  as  a  means  of 
making  out  the  position  of  the  child,  this  method  is  not 
given  as  much  prominence  as  we  should  like,  but  the 
student  who  can  acquire  the  habit  of  ascertaining  in  their 
natural  sequence  all  the  points  mentioned  by  Dr.  Hirst 
(p.  301)  will  not  require  to  repeat  his  vaginal  examinations 
often.  Dr.  Hirst's  experience  leads  him  to  agree  with 
Schultze  that  the  placenta  normally  escapes  like  an  inverted 
umbrella,  he  advocates  Credo's  method,  and  is  decidedly  in 
favour  of  delaying  the  division  of  the  cord  until  sufficient 
time  has  been  allowed  for  the  foetal  blood  to  pass  out  of  the 
placenta  into  the  body  of  the  child.  As  an  anaesthetic  he 
allows,  except  in  eclamptic  cases,  ether  and  very  little  of 
that.  The  involution  of  the  uterus  is  particularly  well 
described,  and,  though  the  division  of  the  process  of 
delivery  into  ten  steps  seems  unnecessary,  the  mechanism 
of  labour  and  its  abnormalities  due  to  the  position  of 
the  child  are  well  and  clearly  discussed. 

The  pathology  of  labour  occupies  nearly  two  hundred 
pages,  and  like  the  rest  of  the  book  is  made  extremely 
interesting  by  the  number  and  excellence  of  the  illustrations, 
some  from  classical  sources,  but  many  original ;  in  particular 
we  will  draw  attention  to  the  representations  of  obstruction 
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to  delivery  caused  by  tumours  and  monstrosities,  and  to  a 
temperature  chart  showing  a  sudden  fall  of  temperature  of 
nine  degrees  due  to  labour  in  the  course  of  typhoid  fever. 
In  the  succeeding  chapter  also,  on  the  pathology  of  the 
puerperal  state,  there  is  a  remarkable  series  of  charts  of 
puerperal  pyrexia  due  to  various  associated  morbid  con- 
ditions. 

The  book  teems  with  information,  and  is  yet  so  firmly 
based  on  personal  experience  as  to  be  eminently  readable. 
We  do  not  always  quite  agree  with  the  author  ;  for  instance, 
he  looks  upon  undue  prolongation  of  gestation  as  an  evil 
fertile  in  causing  tardy  labour,  he  even  suggests  that,  as  the 
normal  term  is  fixed,  when  it  is  possible  to  count  280  days 
from  the  commencement  of  the  last  menstruation,  it  may 
sometimes  be  well  to  give  the  night  before  the  last  day  a 
dose  of  castor  oil  followed  the  next  morning  by  ten  grains  of 
quinine,  to  ensure  the  labour  beginning  at  its  normal  date  ; 
and  he  says  it  is  a  rule  of  his  practice  never  to  allow  any 
woman  to  go  two  weeks  beyond  term.  But  we  doubt 
whether  by  Naegele's  or  any  other  method  it  is  always 
possible  to  tell  when  a  patient  has  passed  two  weeks  beyond 
term.  Like  most  American  authorities  he  speaks  well  of 
veratrum  viride  inr  eclampsia,  though  it  gives  a  higher 
mortality  than  morphia  and  he  quotes  Veit  as  employing  as 
much  as  3  grains  of  morphia  in  from  four  to  seven  hours,  or 
4'5  grains  in  twenty-four,  with  a  mortality  of  only  two  in 
sixty,  but  we  cannot  think  that  Veit  would  entirely  endorse 
the  modern  treatment  by  morphia.  Sound  as  the  author's 
views  are  on  placenta  previa,  he  strongly  recommends 
accouchemeni  force  in  accidental  haemorrhage,  though  he 
has  lost  54  mothers  out  of  107  and  loi  out  of  108  children. 

When  the  gravid  uterus  has  been  reposed  after  retro- 
version and  supported  by  a  pessary,  we  think  it  far  better  to 
continue  the  use  of  such  pessary  till  the  middle  of  the  fifth 
month  than  to  remove  it  midway  between  the  third  and 
fourth. 

The  chapter  on  Obstetric  Operations  is  a  little  disap- 
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pointing ;  the  perforation  of  the  aftercoming  head  is  dis- 
missed with  less  than  ten  lines,  and  no  allusion  is  made  to 
the  serious  diflficulty  that  is  by  no  means  uncommonly  met 
with  in  delivering  the  skull  after  it  has  been  detached  from 
the  body  by  decapitation  or  otherwise.  The  mortality  of 
Csesarean  section  is  set  down  as  twice  that  of  symphy- 
seotomy in  the  hands  of  surgeons  not  specially  trained,  and 
as  about  equal  in  those  of  experts,  and  the  limits  for  the 
latter  are  put  at  7  cm.,  as  in  a  pelvis  more  contracted,  after 
symphyseotomy,  it  might  be  necessary  to  perform  crani- 
otomy to  deliver  the  child. 

But  it  must  be  recognised  that  Professor  Hirst  has  given 
us  a  very  valuable  book ;  his  long  experience  as  a  specialist 
and  also  as  a  teacher,  during  the  whole  of  his  professional 
life,  has  given  him  the  faculty  of  conveying  information  in 
a  form  at  once  practical  and  concise.  The  work  is  enriched 
by  illustrations  far  more  numerous  and  far  better  executed 
than  is  usual ;  not  the  least  instructive,  from  our  point  of 
view,  are  the  profiles  of  the  female  abdomen  at  various 
months  of  pregnancy  under  normal  circumstances  and 
when  associated  with  pendulous  belly,  hydramnios,  twins, 
breech  presentation,  and  other  anomalies.  A  knowledge  of 
the  shape  of  the  human  figure  is  of  quite  as  much  import- 
ance to  the  medical  as  to  the  art  student,  and  though  such 
knowledge  cannot  be  perfected  from  pictures,  incorrect 
ideas  may  be  amended,  and  many  hints  to  accurate  obser- 
vation gained  by  the  study  of  such  illustrations  as  these. 
For  teaching  purposes  some  of  the  process  blocks  might 
with  advantage  be  replaced  or  supplemented  by  diagrams. 

ELECTRO-HiEMOSTASIS  IN  OPERATIVE  SURGERY.  By  ALEX- 
ANDER J.  C.  Skene,  M.D.,  LL.D.  Professor  of  Gynae- 
cology in  the  Long  Island  College  Hospital,  N.Y.,  &c., 
&c.    London  :  Henry  Kimpton,  1901. 

A  review  of  this  work  will  be  found  in  the  fifteenth 
volume  of  this  journal,  p.  275.  The  only  change  in  the 
present  issue  is  that  the  title  page  then  bore  the  name  of 
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D.  Appleton  &  Co.,  New  York,  and  the  date  1899.  There  is 
the  more  objection  to  thus  post-dating  the  publication  as  the 
book  is  avowedly  a  supplement  to  Dr.  Skene's  work  on  the 
"Diseases  of  Women,"  which  appeared  in  1898. 

Points  of  Practical  Interest  in  Gynecology.  By 
H.  Macnaughton-Jones,  M.D.,  M.Ch.,  Q.U.I.,  &c., 
&c.  Demy  8vo.,  pp.  xii.  and  124,  with  12  plates. 
London  :  Baillifere,  Tindall  &  Cox,  190 1. 

This  book  is  a  reprint  in  a  convenient  form  of  a  series  of 
articles  which  recently  appeared  in  the  "  Edinburgh  Medical 
Journal."  Those  of  our  readers  who  had  not  an  oppor- 
tunity of  reading  them  in  extenso  when  there  published  have 
had  their  attention  drawn  to  them  in  some  abstracts  that 
appeared  in  our  summary  in  volume  xvi.  (pp.  121,  124,  126, 
192)  and  will  welcome  them  in  their  complete  form,  in 
which  they  are  readily  available  for  study  or  reference.  The 
preface  consists  chiefly  of  a  significent  quotation  from  Dr. 
Johnson's  "Adventurer,"  but  the  author's  wide  experience 
has  given  his  articles  the  "  practical  interest  "  claimed  in  the 
title  of  the  work. 

Atlas  and  Epitome  of  Gynaecology.  By  Dr.  Oscar 
ScHAEFFER,  Privat-Docent  of  Obstetrics  and  Gynae- 
cology in  the  University  of  Heidelberg.  Authorised 
Translation  from  the  Second  German  Edition,  edited 
by  Richard  C.  Norris,  A.M.,  MD.,  Lecturer  on  Clinical 
and  Operative  Obstetrics  in  the  University  of  Pennsyl- 
vania, &c.  With  207  coloured  illustrations  on  90  plates, 
and  62  illustrations  in  the  text.  Philadelphia  :  W.  B. 
Saunders  &  Co.,  1900.   Crown  8vo.,  pp.  272,  15s.  net 

To  the  experienced  pathologist  with  adequate  material 
at  his  command,  or  to  an  operating  gynaecologist  with  con- 
stant opportunities  not  only  of  seeing  but  of  handling  and, 
it  may  be,  carefully  examining  morbid  specimens  of  the 
female  genitalia,  this  Atlas  may  offer  but  slight  interest,  but 
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it  will  be  very  welcome  to  the  practitioner  as  a  valuable  aid 
in  elucidating  and  supplementing  his  necessarily  limited 
personal  observations,  and  to  the  student,  not  only  for  its 
accurate  representations  of  anatomical  preparations  and  the 
more  or  less  diagrammatical  drawings  which  facilitate  their 
interpretation,  but  also  for  the  continuous  text,  which  is  as 
condensed  as  is  compatible  with  clearness,  and  as  complete 
as  is  possible  in  a  work  of  the  size.  The  aetiology,  develop- 
ment, secondary  influence,  progress,  and  termination  of 
each  affection  is  discussed  from  a  practical  standpoint,  and 
the  conservative  measures  throughout  recommended  will  be 
the  more  appreciated  by  those  who  are  naturally  more  inter- 
ested in  non-operative  treatment. 

As  assistant  at  the  Munich  Clinic,  the  author  was  able  to 
avail  himself  of  the  clinical  material  of  Professor  v.  Winckel, 
and  also  that  of  Professor  Kehrer,  and  in  the  Second  German 
edition  he  had  at  his  disposal  much  new  matter  for  illustra- 
tion, and  the  latest  scientific  acquirements  were  incorporated 
in  the  text. 

The  editor  has  noted  the  points  in  which  the  treatment 
recommended  differs  from  that  now  approved  of  in  America, 
and  we  agree  with  him  that  Alexander's  operation  is  to  be 
preferred  to  retro-fixatio  colli  or  vagino-fixation  ;  that  for 
parovarian  cysts  coeliotomy  and  complete  removal  should 
take  the  place  of  tapping,  and  that  ovarian  cysts  which  cause 
symptoms  should  be  removed,  even  when  such  symptoms 
are  not  unbearable. 

Vademecum  fur  Histopathologische  Untersuchungen 
IN  DER  Gynaecologie.  Fur  Aerzte  und  Studierende, 
von  Dr.  E.  G.  Orthmann  in  Berlin,  mit  73  Abbildungen. 
Berlin :  1901,  S.  Karger ;  demy  8vo,  pp.  x.  and  174, 
cloth ;  5  marks. 

The  importance  of  the  microscope  in  gynaecology  is 
now  so  freely  recognised  that  every  one  desires  to  be  able 
to  estimate  the  significance  of  his  own  specimens  in  all 
doubtful  cases.    This  manual  will  serve  not  only  as  a  basis 
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for  instruction  in  the  first  principles  of  microscopical  diag- 
nosis but  as  a  help  to  the  junior  practitioner  working  with 
his  own  material.  We  are  not  without  reliable  technical 
guides  in  English,  but  we  have  met  with  no  manual  in  which 
the  instructions  are  more  clear  and  concise.  The  first  part 
of  the  book  contains  in  some  nineteen  pages  the  descrip- 
tions of  the  microscope  and  other  apparatus  required,  of 
the  hardening  solutions  and  other  reagents  most  useful  in 
gynaecological  work,  as  well  as  of  the  methods  of  preparing 
and  staining  specimens,  including  that  of  micro-organisms 
in  sections  and  cover-glass  preparations.  Pick's  rapid 
method  for  recent  specimens  is  given  as  well  as  that  of 
Kieffer,  which,  though  longer,  is  better  adapted  for  very 
soft  and  loose  material.  The  author,  one  of  the  foremost 
practical  pathologists  in  Germany,  recommends  for  general 
use  a  couple  of  objectives  and  two  eye-pieces  giving  a 
magnification  of  from  50  to  400 ;  for  micro-organisms 
an  oil  objective  of  one-twelfth,  and  speaks  of  Hartnack's 
instruments  and  those  of  Leitz  as  equally  good. 

It  is  perhaps  the  second  and  diagnostic  part  of  the  work 
that  will  be  most  interesting  to  English  readers ;  in  it  the 
author,  with  the  hope  of  facilitating  the  recognition  and 
significance  of  the  most  important  morbid  changes  in  the 
female  sexual  organs,  has  given  us  a  very  large  number  of 
excellent  drawings  of  microscopical  specimens  minutely 
described  and  preceded  by  statements  of  their  macroscopic 
aspects.  To  keep  the  book  within  prescribed  limits  he  has 
not  touched  upon  the  normal  histology  of  the  genitalia,  w^ith 
which  he  presumes  his  readers  are  acquainted,  and  the 
lesions  of  such  affections  as  are  of  exceptional  rarity  are 
dealt  with  briefly  or  not  at  all.  The  illustrations,  with  the 
exception  of  those  of  a  solid  ovarian  embryoma  (Wilms)  and 
an  ovarian  endothelioma  lymphaticum  (Gomorski),  are  all 
from  the  author's  preparations  ;  some  of  them  appeared  in 
Martin's  "  Diseases  of  the  Adnexa."  The  method  of  stain- 
ing is  given,  but  not  the  magnification.  Attention  is  drawn 
to  the  occurrence  of  syncytioma  malignum  in  tubal  preg- 
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nancy,  and  the  solid  as  well  as  the  cystic  embryomata  are 
included  among  the  innocent  ovarian  tumours. 

The  publishers  may  be  congratulated  on  the  excellent 
printing  and  general  production  of  the  work. 

Transactions  of  the  North  of  England  Obstetrical 
Society  for  1900. 
By  the  courtesy  of  the  Secretary  we  have  received  a  copy 
of  the  Transactions  of  the  North  of  England  Obstetrical 
and  Gyncecological  Society,  which  is  a  very  effective  proof 
of  the  excellent  work  done  by  that  body  during  the  last  year 
and  of  the  firm  and  important  position  it  occupies  in  the 
esteem  of  the  medical  profession.  Eight  meetings  were  held 
during  the  year,  three  at  Manchester,  two  at  Liverpool,  two 
at  Sheffield  and  one  at  Leeds,  and  were  well  attended. 
The  niore  important  papers  were  perhaps  the  address  by 
the  President,  Dr.  Hellier,  "  On  infection  of  the  genital 
canal " ;  Dr.  Arnold  Lea's  paper  on  "  The  influence  of 
gonorrhoea  on  the  puerperium,  with  analysis  of  fifty  cases  "  ; 
Dr.  Grimsdale's  paper  in  opening  a  discussion  on  "The 
treatment  of  fibromyoma  of  the  uterus  "  ;  Dr.  E.  T.  Davies' 
account  of  three  ovarian  tumours,  two  with  twisted  pedicles 
and  the  third  complicated  by  peritonitis,  all  of  which 
recovered  after  laparotomy,  and  Professor  Japp  Sinclair's 
papers  on  "The  prevention  and  relief  of  pain  in  minor 
gynaecology"  and  "A  series  of  ten  successful  cases  of 
Csesarean  section."  All  of  these  were  more  or  less  fully 
reported  in  the  weekly  medical  journals.  Of  the  last 
mentioned  we  are  glad,  on  account  of  its  very  great  signifi- 
cance, to  be  able  to  give  an  abstract  in  this  month's 
summary. 

The  Medical  Annual,  1901 :  A  Year-Book  of  Treat- 
ment, AND  Practitioner's  Index.  900  pp.,  8vo. 
Copiously  illustrated  with  plain  and  coloured  full-page 
plates.  7s.  6d.  net,  post  free.  Bristol  :  John  Wright 
and  Co.  1901. 
This  Annual  has  reached  its  nineteenth  year  and  is  so 

well  known  that  it  is  only  necessary  to  say  that  this  latest 
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volume  is  quite  up  to  date  and  that  the  information  con- 
tinues to  be  supplied  by  a  number  of  most  skilled  con- 
tributors. So  full  indeed  of  matter  is  it  that  any  detailed 
comment  is  impossible,  and  nearly  every  busy  practitioner 
must  have  long  since  found  it  indispensable  as  a  means 
of  enabling  him  to  keep  up  with  recent  advances.  It  com- 
bines an  annual  retrospect  with  a  medical  encyclopaedia, 
and  its  references  are  admirably  arranged. 

F.  F.  S. 

Merck's  Report  on  the  Year  1900. 

This  valuable  Annual  was  noticed  by  us  last  year  (vol. 
xvi.,  p.  106) ;  the  present  issue  is  somewhat  enlarged  by  a 
review,  from  the  manufacturer's  point  of  view,  of  the  fourth 
edition  of  the  "German  Pharmacopoeia,"  and  it  is  greatly 
improved  by  the  addition  to  the  index  of  the  headings  of 
diseases  generally  treated  by  specialists,  such  as  •*  Gynae- 
cology and  Obstetrics,"  '*  Paediatrics,"  &c.,  which  facilitate 
reference  materially.  Of  the  preparations  to  which  we  drew 
attention  last  year,  Dionin  has  since  been  favourably  reported 
on  by  Bloch  and  Walther  for  its  effects  in  inflammatory 
dysmenorrhoea,  especially  in  young  persons,  and  in  pelvic 
pain,  but  a  smaller  dose  (o"66  grns.  in  suppository)  is  re- 
commended. A  new  drug,  Kryofin,  also  is  recommended 
for  dysmenorrhoea  ;  Eumenol  is  not  again  mentioned. 
Gelatine  has  sustained  its  reputation  in  metrorrhagia,  and 
has  been  found  useful  in  melaena  neonatorum.  The  good 
results  of  Landau's  yeast  treatment  of  leucorrhoea  are  con- 
firmed, as  is  also  the  action  of  Stypticine  as  a  uterine  seda- 
tive and  haemostatic.  Corpora  lutea  sicca  and  Glandula 
parotis  sicca  are  both  omitted,  but  Ovaria  sicca  pulverisata 
has  been  found  not  to  interfere  with  the  nitrogenous  elements 
of  the  body,  and  adapted  to  improve  retarded  or  disturbed 
nutrition  during  and  due  to  pregnancy;  it  is  reported  by 
Geissler  to  have  rapidly  relieved  paroxysms  of  angina  pectoris 
connected  with  the  menopause.  Schober  reports  very  favour- 
ably of  the  effect  of  administering  the  combined  extracts  of 
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the  mammary  and  thyroid  glands  in  menorrhagia,  metror- 
rhagia and  fibroid  tumours. 

Fersan,  a  compound  prepared  from  the  fresh  blood  of 
cattle,  is  well  spoken  of  in  chlorosis,  while  patients  who 
cannot  take  iron  may  be  given  the  cacodylate,  or  sometimes 
the  persulphate,  of  sodium.  In  cancer  of  the  uterus  pain 
may  be  relieved  by  aceto-salicylic  acid  (Aspirine),  and 
offensive  discharge  by  Guiasanol  Glycogenal  relieves  both. 
Formaldehyde  has  a  remarkably  beneficial  influence  upon 
ulceration,  and  Nectrianin,  while  controlling  both  the  mal- 
odorous discharge  and  the  haemorrhage,  is  said  to  be  a  more 
powerful  analgesic  than  morphia.  Fourteen  cases  of  in- 
operable cancer  were  treated  by  daily  injections  of  300.  of 
nectrianin  ;  the  injections  were  quite  innocuous,  but  did  not 
have  any  effect  on  the  development  of  the  malignant  growth 
or  its  metastases,  and  any  interruption  of  the  treatment  was 
invariably  followed  by  an  aggravation  of  the  disease.  The 
organic  silver  compounds  continue  to  be  largely  used  in  the 
treatment  of  gonorrhoea  and  Itrol  (the  citrate)  as  a  prophy- 
lactic against  blenorrhoea  neonatorum,  but  Credo's  silver 
treatment  of  sepsis  is  but  faintly  praised.  In  many  grave 
cases  of  puerperal  fever  the  vitalising  action  of  Glycogenal, 
when  not  too  sparingly  employed,  has  seemed  to  be  of  use. 
Much  stress  is  laid  upon  the  haemostatic  deodorising  and 
antiseptic  properties  of  peroxide  of  hydrogen  (which  Messrs. 
Merck  can  now  furnish  in  a  solution  of  30  per  cent,  by 
weight),  its  daily  application  on  tampons,  or  by  intrauterine 
injection,  has  been  most  serviceable  in  endometritis  and 
parametritis.  Ichthalbine,  a  new  and  not  expensive  com- 
pound of  ichthyol,  has  met  with  uniformly  favourable  criti- 
cism ;  it  is  the  best  form  to  give  internally,  and  has  a  good 
effect  on  intestinal  sepsis  and  upon  nutrition ;  locally  it  is 
beneficial  in  gonorrhoeic  and  catarrhal  inflammation  of  the 
vagina  and  erosions  of  the  portio  (daily  insufflation),  and  in 
hyperplastic  chronic  metritis  and  parametric  exudations 
(tampons).  For  the  latter  lodol  is  also  recommended,  but 
is  rather  more  expensive. 
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This  Annual  contains  an  immense  amount  of  information 
most  skilfully  compiled,  and  the  references  to  the  published 
facts  are  supplied  throughout. 

Our  Baby.  For  Mothers  and  Nurses.  By  Mrs.  Langton 
Hewer.  Seventh  Edition  revised.  Pp.  viii.  and  154.  Cr. 
8vo.  Paper  boards,  is.  6d.  Bristol :  John  Wright  and 
Co.  1901. 

When  a  book  of  this  kind  has  reached  its  "Twenty-third 
Thousand  "  it  may  be  presumed,  not  only  that  its  popularity 
is  assured,  but  that  it  has  in  it  something  worth  saying. 
This  is  certainly  the  case  with  Mrs.  Langton  Hewer's  book, 
which  may  be  strongly  recommended  to  the  mothers  and 
nurses  for  whom  it  is  written. 

Mrs.  Langton  Hewer's  experience  has  taught  her  to  take 
nothing  for  granted,  to  leave  nothing  to  untrained  common 
sense,  and  often  she  boldly  dares  to  be  obvious.  The  healthy 
natural  tone  of  the  book  deserves  our  highest  praise.  We 
think  Mrs.  Langton  Hewer  would  heartily  agree  with  the 
young  wife  who  expressed  her  conviction  that  "  It  is  the 
loveliest  thing  in  the  world  to  be  a  mother  "  !  Her  protest 
against  the  shirking  of  a  mother's  natural  duty  is  both  timely 
and  forcible.  "  It  has  become,"  she  writes,  "  too  much  the 
fashion  of  late  years  for  mothers  to  decide  deliberately  not 
to  nurse  their  babies,  quite  forgetting  that  having  brought  a 
child  into  the  world,  it  is  their  simple  duty  to  give  to  that 
child  the  nourishment  which  nature  has  provided."  On  one 
point  only  we  would  quarrel  with  Mrs.  Langton  Hewer ;  is  it 
desirable  for  all  mothers  to  possess  a  clinical  thermometer  ? 
We  think  not.  Only  those  who  have  witnessed  it  know  the 
misery  caused  to  herself  and  her  household  by  the  nervous 
mother  who  is  constantly  "  taking  temperature  "  ! 
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BRITISH  GYNAECOLOGICAL  SOCIETY. 

Resolution  of  the  Council  in  regard  to  Medical 

Women. 

The  question  of  the  welcoming  of  women  to  the  meet- 
ings of  the  Society  having  been  recently  brought  before 
the  Council,  it  was  thought  well  to  take  the  opinion  of 
Fellows  residing  in  the  United  Kingdom  and  Ireland 
on  the  matter.  Accordingly  the  following  circular  was 
distributed : — 

"Dear  Sir, 

"  We  are  instructed  by  the  Council  to  ask  you  to  kindly  reply 
on  the  enclosed  post  card  whether  you  approve  of  the  proposition  that 
has  been  made  to  the  Council  that  duly  Qualified  Medical  Women 
should  be  welcomed  as  Fellows  of  the  Society  if  proposed  and  ballotted 
for  in  the  ordinary  manner. 

"  By  the  rules  of  the  Society  they  are  eligible  for  election  as  Fellows, 
registered  medical  practitioners.  You  are  aware  that  last  year  a 
distinguished  woman  Gynaecologist  was  Vice-President  of  the  Obstetrical 
Section  of  the  British  Medical  Association  at  Ipswich,  and  that  important 
papers  on  Gynaecology  were  read  in  the  section  by  women  and  discussed. 
The  Obstetrical  Society  of  Edinburgh  has  admitted  women  into  its  ranks. 
They  have  been  appointed  examiners  by  some  licensing  bodies. 
Throughout  America  they  take  part  in  the  proceedings  of  the  various 
Medical  and  Scientific  Societies,  and  in  England  have  been  admitted 
into  the  Ophthalmological  and  Ahaesthetical  Societies. 

The  Council,  having  been  approached  with  a  view  to  the  admission 
of  women  to  the  Society,  is  not  averse  to  the  consideration  of  this 
question,  affecting  as  it  does  a  large  class  of  our  fellow  women  practi- 
tioners, and  will  therefore  be  glad  to  know  what  your  view  is  on  the 
question. 

Charles  Ryall,  F.R.C.S.\ 

J.  H.  SwANTON,  M.D.      )  ^^^^ 

Kindly  send  reply  at  your  earliest  convenience. 
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Post  Card.—//  is  my  feeling  that  women  should.  be 

welcomed  into  the  Society, 

Name  

Address  


Of  the  328  Fellows,  172  replied  that  they  were  in  favour 
of  welcoming  women  ;  55  were  opposed  to  the  proposal ; 
3  answered  indefinitely,  and  98  did  not  reply.  Six  past 
Presidents  out  of  7  were  in  favour  of  the  welcome,  20 
Vice-Presidents  out  of  25,  and  27  past  members  of  Council 
out  of  34.  On  consideration  of  this  result  the  Council 
passed  the  following  resolution  : — 

"  Seeing  that  the  Fellows  of  the  Society  who  replied  to 
the  recent  circular  issued  by  the  Council  have  by  a  large 
majority  decided  in  favour  of  welcoming  women  practi- 
tioners into  the  Society,  this  Council,  wishing  to  place  itself 
in  accord  with  the  opinion  of  the  Fellows,  acquiesces  in  the 
feeling  that  such  welcome  shall  be  accorded  to  any  Women 
Practitioners  who  may  be  duly  elected  Fellows." 
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BRITISH  GYNAECOLOGICAL  SOCIETY. 

Thursday,  April  25,  1901. 

J.  A.  MANSELL  MOULLIN,  M.A.,  M.R.C.P.,  President, 
IN  THE  Chair. 

The  President  read  a  communication  received  from 
the  Home  Office  in  response  to  the  vote  of  condolence 
passed  by  the  Society  on  February  14.   It  was  as  follows  : — 

Home  Office,  Whitehall, 

March,  1901. 

Sir, 

I  am  commanded  by  the  King  to  convey  to  you 
hereby  His  Majesty's  thanks  for  the  loyal  and  dutiful 
Address  of  the  President  and  Council  of  the  British 
Gynaecological  Society  expressing  their  sympathy  with  His 
Majesty  and  the  Royal  Family  on  the  occasion  of  the 
lamented  death  of  Her  late  Majesty  Queen  Victoria. 

I  am,  Sir, 

Your  obedient  servant, 

Thos.  T.  Ritchie. 

TAe  President  of  the  British  GynacologiccU  Society^ 
20,  Hanover  Square,  IV. 
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The  President  then,  referring  to  the  discussion  on 
displacements,  which  was  to  follow,  said  it  would  be 
impossible  to  find  a  subject  in  the  whole  range  of  gynae- 
cology of  greater  interest  to  the  Fellows  of  the  Society^ 
whether  gynaecologists  or  general  practitioners.  No  subject 
had  been  evolved  and  elaborated  with  more  labour  in  the 
past ;  no  question  had  been  burdened  with  such  an  over- 
whelming amount  of  literature,  or  so  completely  revolu- 
tionised by  the  new  light  thrown  upon  it  with  the  advance 
and  progress  of  abdominal  surgery  in  recent  years.  It 
was,  therefore,  of  the  greatest  practical  advantage  to 
bring  a  subject  of  that  kind,  from  time  to  time,  before 
the  notice  of  the  Society,  so  that  Fellows  might  have  an 
opportunity  of  discussing  it,  and  of  hearing  the  opinions 
of  those  who  were  able  to  speak  from  personal  experience 
on  the  matter.  Far  more  could  be  gained  by  listening 
to  such  a  discussion  than  by  recourse  to  text-books, 
which  at  their  very  best  conveyed  but  the  opinions  of 
the  author,  and  invariably  contained  a  large  amount  of 
obsolete  and  out  of  date  material.  A  student  of  ten  years 
ago  would  find  that  he  had  much  more  to  unlearn  than 
to  learn  on  the  subject  of  backward  displacement  of  the 
uterus.  He  would  call  on  Dr.  Macnaughton-Jones  to  read 
a  paper  on  "  Retroversion  of  the  Uterus." 

Retroversion  of  the  Uterus  :  Its  Etiology,  Clinical 
AND  Pathological  Consequences,  their  Preven- 
tive, Palliative,  and  Radical  Treatment. 

By  H.  Macnaughton-Jones,  M.D.,  M.A.O.,  M.Ch. 

First,  let  me  apologise  for  my  audacity  in  acceding  to 
the  desire  of  our  President  that  I  should  open  this  discussion 
by  reading  a  paper  in  the  presence  of  so  many  distin- 
guished compeers,  far  more  competent  to  deal  with  it  than 
1  am.  In  doing  so  it  is  necessaiy  to  keep  in  mind  certain 
points  which  must  influence  its  nature  and  scope.  In  the 
first  place,  there  is  the  composite  character  of  this  Society^ 
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namely,  the  mixture  of  those  who  are  frequently,  yet  often 
inaccurately,  called  "  specialists  "  with  those  who  are  engaged 
in  the  general  practice  of  their  profession.  "  Inaccurately," 
I  say,  inasmuch  as  in  these  days  some  of  the  most  eminent 
of  living  gynaecologists  are  general  surgeons,  and  do  not 
devote  themselves  solely  to  the  practice  of  gynaecology.  The 
name  of  the  distinguished  surgeon  which  is  a  household 
word  among  gynaecologists  in  every  country  in  connection 
with  displacement  of  the  uterus,  Dr.  William  Alexander,  one 
of  our  Fellows,  and  those  of  Doyen,  Terrier,  and  a  recent 
President  of  this  Society,  are  examples  that  will  readily 
occur,  among  many  others,  to  your  mind. 

The  second  point  is  the  recognition  of  those  facts 
bearing  on  the  matter  before  us  which  have  been  accepted 
and  established,  and  which,  therefore,  it  is  a  clear  loss  of 
time  to  either  refer  to  or  debate.  In  the  third  place,  it  is 
essential,  with  the  limited  time  at  our  disposal,  to  keep 
clearly,  and  as  concisely  as  possible,  within  the  lines  and 
limits  which  narrow  the  discussion  down  to  the  considera- 
tion of  certain  issues  on  which  it  is  important  that  the 
Society  should  record  its  view. 

Lastly,  it  is  imperative  that,  in  introducing  the  subject, 
he  who  does  so  should  affirm  only  that  which  has  come 
within  his  own  sphere  of  experience  and  knowledge,  elicit- 
ing from  others  their  views  on  matters  in  which  their 
txperience  is  larger  and  more  precise.  Thus  we  may  hope 
to  make  the  discussion  of  practical  use,  and  not  devoid  of 
interest  to  those  who  are  not  in  the  strict  sense  of  the  term 
"specialists,"  yet  who  are  daily  brought  into  contact  with 
the  clinical  conditions  we  have  to  consider.  On  the  other 
hand,  we  may  add  something  permanent  to  the  elucidation 
of  certain  disputed  points  which  have  already  been  dis- 
cussed, and  on  which  surgeons  are  not  unanimous  in  their 
views  or  opinions,  yet  on  which  it  is  of  extreme  moment 
that  a  clear  decision  should  be  arrived  at. 

We  are  to-night  dealing  with  retrodeviation  alone,  and 
I  will  not  complicate  the  subject  by  any  ref^ence  to  proci- 
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dentia  or  prolapse,  which  has  been  so  recently  dealt  with, 
both  by  the  late  President  of  the  Society  and  Mr.  Jessett. 
Let  me  briefly  enumerate  the  factors,  anatomical  and 
etiological,  contributing  to  the  occurrence  of  retroversion, 
as  also  the  pathological  evidences  and  consequences  of  its 
occurrence,  which  we  may  look  upon  as  so  universally 
accepted  that  it  would  be  waste  of  time  to  refer  to  them  in 
detail. 

So  many  distinguished  names  are  associated  with  our 
advance  in  knowledge  in  regard  to  the  anatomical  and 
etiological  factors  at  work  in  the  production  of  uterine  dis- 
placements generally,  that  it  seems  invidious  to  refer  to 
any  in  particular.  One  consistent  and  persistent  labourer 
in  this  field  must,  however,  be  mentioned  in  this  connection, 
namely.  Professor  Schultze,  of  Jena,  recently  proposed  as 
Honorary  Fellow  of  this  Society,  whose  work  on  "The 
Pathology  and  Treatment  of  Displacements  of  the  Uterus  " 
has  been  translated  from  the  German  by  the  editor  of  our 
Journal,  and  edited  by  our  Past  President,  Dr.  Arthur 
Macan.^ 

And,  first,  let  us  understand  what  we  mean  by  displace- 
ment of  the  uterus,  as  also  by  the  term  "retroversion." 
Schultze  puts  this  plainly  when  he  says,  "  Any  uterus  that 
is  prevented  from  taking  up  the  position  that  is  normal  to 
it,  when  the  bladder  is  full  or  empty,  must  be  looked  upon 
as  displaced."  And,  again,  "that  any  uterus,  the  axis  of 
which,  even  when  the  bladder  is  empty,  makes  with  and 
behind  the  axis  of  the  pelvic  inlet  a  stabile  angle  opening 
outwards,  must  be  described  as  retroverted."  And  when, 
with  this  diversion,  we  have  a  change  in  the  form  of  the 
uterus,  marked  by  a  curve  in  the  uterine  outline  with  the 


•  "The  Pathology  and  Treatment  of  Displacements  of  the  Uterus." 
By  B.  S.  Schultze,  Professor  of  Gynaecology,  &c.,  in  Jena.  Translated 
from  the  German  by  Jameson  J.  Macan,  M.A.,  M.R.C.S.,  &c.,  and  edited 
by  Arthur  V.  Macan,  M.B.,  M.Ch.,  Ex-Master  of  the  Rotunda  Hospital, 
Dublin.  1888. 
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concavity  posteriorly,  the  state  is  regarded  as  a  backward 
displacement  with  retroflexion.  Retroversion,  however,  as 
we  know,  may  occur  with  an  anteflexion,  as  anteversion 
occurs  with  a  retroflexion.  Such  flexions  we  may  regard 
as  either  physiological  or  pathological.  The  former,  as 
Schultze  well  insists,  are  but  the  temporary  consequences 
of  pressure  exerted  on  the  normal  flexile  tissues  of  the 
uterus ;  the  latter  are  permanent,  and  due  to  inflammatory 
processes,  or  congenital  and  infantile  conditions,  whether 
arising  intrinsically  in  the  tissues  of  the  uterus,  or  exerting 
their  influence  from  without,  through  abnormalities  in 
the  uterine  supports,  or  inflammatory  conditions  causing 
adhesions,  contractions,  and  so  forth.  Thus  we  clearly 
distinguish  between  the  terms  "  retroposition  "  or  "  retro- 
deviation," and  "retroversion  with  flexion,"  the  former 
being  such  altered  position,  with  possible  alteration  of  form, 
as  may  occur  as  the  consequence  of  pressure  exerted  tem- 
porarily on  certain  points  in  the  axis  of  movement  of  the 
uterus.  This,  then,  is  the  sole  condition  that  we  to-night 
are  considering,  and  in  doing  so  we  have  simply  to  keep  in 
our  mind  a  movable  line  or  axis  lying  at  an  angle  to  the 
conjugate  diameters  of  the  inlet  and  cavity  of  the  pelvis, 
determined  by,  and  varyiug  according  to,  the  degree  of 
distension  of  the  bladder  in  front,  or  the  lower  portion  of 
the  rectum  posteriorly,  influenced  also  by  the  movements 
of  respiration  and  pressure  from  above  of  the  abdominal 
muscles  and  the  intestines.  It  may  help  us  also  if  we 
imagine  the  uterus  as  a  lever,  the  longer  arm  of  which  is 
above,  and  the  fulcrum  at  the  utero-vesical  bond  of  connec- 
tion. Should  the  bladder  be  empty  the  plane  of  this  axis 
will  lie  almost  horizontally  between  the  coccyx  and  the 
upper  border  of  the  pubes,  retreating  upwards  in  proportion 
as  the  bladder  is  distended  until  it  passes  behind  the  axis 
of  the  inlet,  becoming  thus  retroposed,  and  if  coincidentally 
pressure  from  behind  be  exerted  through  the  distended 
rectum  on  the  cervix,  this  retroposition  becomes  more 
decided,  so  that  the  axis  of  the  uterus  lies  somewhere 
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between  the  body  of  the  second  sacral  vertebra  and  the 
centre  of  the  outlet. 

We  remember  that  such  physiological  movements  occur 
about  an  axis,  determined  by  the  attachments  of  the  uterus, 
situated  at  the  junction  of  the  cervix  with  the  body  of  the 
uterus.  Obviously  the  resultant  of  any  forces  acting  above 
or  below  this  axis,  whether  anteriorly  or  posteriorly,  will 
move  in  opposite  directions,  pressure  on  the  cervix  behind 
raising  the  fundus,  and  on  the  fundus  posteriorly  raising 
the  cervix.  So  far  this  is  physiological,  and  given  a  normal 
uterus  with  normal  attachments  and  play  of  movement,  and 
healthy  muscular  and  ligamentous  controlling  and  support- 
ing structures,  the  womb  can,  and  does,  right  itself  from 
temporary  displacements  consequent  upon  the  varying  yet 
natural  conditions  under  which  it  is  placed  in  the  inevitable 
round  of  functions  discharged  by  the  surrounding  and 
superimposed  organs. 

There  is  little  new  in  all  this — it  is  what  I  taught  students 
twenty  years  ago,  and  is  the  foundation  of  the  right  under- 
standing of  all  abnormalities  in  position  of  the  uterus  and 
their  consequences.  The  parts  played  by  the  ovarian 
ligaments,  the  suspensory  ligament  of  the  ovary,  the  broad 
and  the  round  ligaments,  the  utero-sacral  and  utero-vesical 
folds,  in  maintaining  the  uterus  in  position,  supporting  it 
when  subjected  to  unusual  pressure,  restraining  any  exag- 
gerated deviation,  and  restoring  it  to  the  normal  by  their 
elasticity,  resiliency  and  muscularity,  are  well  understood. 

And  together  with  such  movements  of  the  uterus  we 
understand  how  the  position  of  the  ovaries  must  be  corres- 
pondingly altered  in  consequence.  Just  in  proportion  as  the 
uterus  is  retroposed,  so  there  is  the  tendency  for  the  ovaries 
to  lie  out  of  their  normal  position.  But  as  Schultze  points 
out,  provision  against  backward  gravitation  of  the  ovary  is 
made  by  the  relaxation  of  the  ligamentum  ovarii  and  the 
suspensory  ligament  of  the  ovary.  However,  as  we  know 
clinically,  it  is  not  uncommon  to  find,  in  cases  of  retro- 
version and  retroflexion,  either  one  or  both  ovaries  lying  in 
the  pouch  of  Douglas. 
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Quite  recently  the  part  played  by  the  vagina  in  sustaining 
the  uterus  has  been  fully  entered  into  by  Dr.  Smyly  and 
Mr.  Jessett  in  the  papers  they  have  read  on  procidentia  and 
prolapse.  Again,  we  need  not  delay  to  consider  the  manner 
in  which  abnormalities  in  these  various  uterine  supports, 
whether  by  undue  relaxation,  loss  of  tonicity,  abnormal 
positions  due  to  growths,  contractions  from  inflammations 
and  adhesions,  or  inflammatory  exudations  with  consequent 
shortening  and  thickening,  convert  a  temporary  reposition 
or  backward  flexion  into  a  permanent  retroversion  or  retro- 
flexion. And  in  this  connection  we  bear  in  mind  the 
importance  of  that  cellular  link  in  associated  movement 
provided  by  the  cellular  tissue  between  the  posterior  surface 
of  the  bladder  and  the  cervix  anteriorly,  a  link  completed 
behind  by  the  pelvic  fascia  connecting  the  cervix  with  the 
rectum  and  sacrum.  At  the  same  time  we  attribute  the 
importance  it  deserves  as  a  supporting  agent  to  the  con- 
tinuity of  structure  between  the  vagina  below  and  the 
uterus  above. 

We  can,  then,  readily  perceive  how  retroversion  and 
retroflexion  are  caused  by  general  atonicity  in  the  abdo- 
minal parietes  by  their  redundancy  and  weight ;  by  habitual 
disregard  of  over-distension  of  the  bladder  ;  by  straining  in 
defalcation,  with  a  corresponding  habitual  neglect  of  con- 
stipation and  an  overloaded  rectum  ;  by  perimetritic  inflam- 
mations with  consequent  exudations  or  adhesions,  leading 
to  contractions,  limitations  of  movements,  or  ultimate  want 
of  muscular  tonicity  and  general  relaxation  of  the  uterine 
supports ;  by  all  the  effects  and  influences  produced  by  the 
growth  of  the  uterus  and  relaxation  of  its  supports  during 
pregnancy,  the  want  of  normal  involution  subsequent  to 
labour,  with  corresponding  deficiency  in  muscular  recovery 
in  the  periuterine  muscular  structures  and  defect  in  liga- 
mentous elasticity,  not  to  speak  of  the  permanent  abnormal 
weight  of  the  subinvoluted  uterus  with  its  own  set  of 
abnormal,  physiological,  and  pathological  consequences. 
Too  much  stress  cannot  be  laid  on  this  last  source,  as  I  shall 
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presently  point  out,  of  backward  displacement.  With  it 
we  have  frequently  associated  that  impairment  of  vaginal 
support,  one  of  the  great  essentials  of  normal  uterine 
position,  which  leads  to  limitation  of  movement,  loss  of 
elasticity  and  tone,  with  the  effects  of  increase  in  uterine 
weight,  all  combining  to  affect,  not  only  the  uterus  itself, 
but  the  other  pelvic  contents. 

Other  causes  of  retroversion  are  tumours,  which  may 
push  the  uterus  backwards,  whether  of  the  ovaries,  in  the 
broad  ligaments,  or  of  the  bladder,  but  here  it  is  a  case 
rather  of  retroposition  of  the  entire  uterus  than  true  retro- 
version, which,  if  it  be  present,  is  more  frequently  the  result 
of  associated  adhesions  occurring  posterior  to  the  uterus. 
Differences  of  opinion  have,  and  do,  exist  as  to  the  causal 
relation  between  retroflexion  and  ovarian  tumour.  Schultze's 
view  is  rather  in  the  direction  of  retroflexion  favouring  the 
growth  of  the  ovarian  tumour,  and  that  generally  a  backward 
displacement  has  existed  previous  to  the  occurrence  of  the 
ovarian  growth.  That  they  are  often  co-existent  conditions 
is  proved. 

I  have  spoken  of  simple  backward  displacement,  but  do 
not  forget  that  such  malposition  may,  as  has  been  pointed 
out  by  Klob,  Veit,  and  Schultze,  be  attended  by  a  twisting 
of  the  utei*us  to  the  right  or  left  side,  according  to  the 
situation  of  the  source  of  contraction,  whether  in  the  broad 
ligament  or  a  fold  of  Douglas  of  either  side.  Schultze 
himself  divides  the  anatomical  conditions,  causing  displace- 
ment of  the  fundus  backwards,  with  or  without  flexion, 
under  five  heads  : — 

{a)  Puerile  uterus,  with  short  vagina,  or  senile  atrophy. 

(6)  Anterior  fixation  of  the  cervix. 

(c)  High  fixation  posteriorly  of  the  cervix,  with  shorten- 
ing of  one  of  the  folds  of  Douglas. 

{d)  Shrinking  of  the  posterior,  or  lengthening  of  the 
anterior,  uterine  wall. 

(«)  Relaxation  of  the  uterine  attachments,  this  including 
more  especially  the  folds  of  Douglas  and  the  round 
ligaments. 
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We  have,  in  this  very  brief  category,  a  summary  of  the 
principal  extrauterine  sources  of  retroversion.  Connected 
with  any  of  these  we  may  have  pathological  conditions  in 
the  uterus  itself,  which  contribute  to  the  displacement  and 
complicate  it.  These  may  be  initial  factors  in  its  produc- 
tion. Foremost  among  them  is  metritis,  especially  that 
form  which  is  the  result  of  puerperal  processes,  leading  to 
hyperplastic  interstitial  states,  and  which  has  so  frequently 
in  its  wake  chronic  endometritis.  Metritis,  however,  is 
important  as  a  causative  factor,  from  the  frequent  accom- 
paniment of  perimetritis  and  cellulitis.  Tumours  also, 
whether  subperitoneal  or  intramural,  may  take  their  share 
in  the  production  of  a  displacement  or  flexion.  This  is 
more  likely  to  occur  when  the  broad  ligaments  are  en- 
croached upon  and  the  normal  position  of  the  adnexa  is 
altered,  or  when  the  tumour,  by  its  direction  of  growth, 
carries  the  uterus  backwards.  Given  a  retro-placed  uterus, 
an  intramural  myoma,  according  to  its  position,  will  favour 
a  flexion,  which,  especially  if  there  be  no  relaxation  of  the 
folds  of  Douglas,  will  become  a  retroflexion. 

Apart  from  all  such  acquired  causes  of  this  condition, 
there  are  those  congenital  forms  with  or  without  other 
anomalies,  either  in  the  uterus  itself,  such  as  elongation  of 
the  cervix,  undue  proportion  in  the  length  of  the  anterior 
wall,  at  times  associated  with  vaginal  anomalies  or  other 
departures  from  the  normal  in  the  genitalia.  Slight  con- 
genital flexions  rarely  in  themselves  give  rise  to  more  serious 
troubles  than  dysmenorrhoea  and  sterility.  1  have  already 
touched  on  the  displacement  of  the  ovary  accompanying 
that  of  the  uterus,  and  experience  proves  how  frequently 
backward  prolapse  of  an  ovary  accompanies  a  retrover- 
sion, and  further,  that  inflammatory  states  of  the  adnexa, 
tubal  and  ovarian,  are  constantly  met  with  as  complications. 
This,  of  course,  is  usually  the  sequence  of  metritic  and 
perimetritic  inflammation,  and  has,  as  the  most  unfortunate 
attendant,  adnexal  adhesions  and  peritoneal  contractions. 
Instinctively,  with  such  an  etiological  and  pathological 
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summary  before  us,  we  divide  clinically  backward  dis- 
placements into  thqse  in  which  the  uterus  is  reducible  and 
movable,  with  or  without  complications,  and  those  in  which 
the  uterus  is  adherent  and  irreducible,  and  w^here  adnexal 
complications,  not  necessarily  but  generally,  are  co-existent. 
And  such  clinical  division,  if  it  be  somewhat  general  and 
wanting  in  accurate  differentiation  of  causes,  has  its  special 
practical  value  in  its  bearing  on  treatment  in  regard  to 
those  cases  which  do,  and  those  which  do  not,  demand 
operative  interference. 

I  take  for  granted  that  for  purposes  of  diagnosis,  as  well 
as  for  manipulative  treatment,  the  dorsal  position  and  the 
combined  method  is  now  adopted  by  everyone  who  desires 
to  thoroughly  examine  the  pelvis  and  to  manipulate  the 
uterus  and  adnexa.  In  some  cases  the  knee-breast  position 
has  its  advantages,  and  is  one  which  I  frequently  avail  of 
in  reducing  a  retroversion.  An  anaesthetic  also  is,  in  a  great 
number  of  cases,  an  absolute  necessity.  Add  to  these  the 
securing  of  an  empty  rectum  and  bladder  and  a  thorough 
reliance  on  one's  fingers,  and  the  proper  use  of  both 
hands,  whether  abdomino-vaginal,  recto- vaginal,  or  recto- 
abdominal,  and  a  sound  is  only  exceptionally  necessary 
either  for  diagnosis  or  for  purposes  of  reposition.  The 
semi-prone  position  of  Sims'  is,  however,  often  sufficient 
for  our  object.  The  modes  of  manipulation  are  surely  not 
necessary  for  me  to  go  into  in  detail.  Complete  nar- 
cosis, with  the  precautions  1  have  just  mentioned,  enables 
Schultze's  method  of  separation  of  adhesions,  and  the  free- 
ing of  the  reducible  and  movable  ovaries,  to  be  carried  out 
with  safety,  though  after  all  such  manipulations  the  patient 
should  receive  the  greatest  care. 

"  Ovarian  adhesions  and  parametritic  cicatrices  do  not," 
says  Schultze,  "admit  of  forcible  correction." 

It  is  many  years  since,  in  a  paper  I  read  at  this  Society, 
I  pointed  out  both  the  value  and  danger  of  massage  in  the 
treatment  of  diseases  of  the  internal  genitalia.  Skilful 
massage,  properly  conducted,  either  through  the  rectum  or 


Macnaugkim-Jones  on  Retroversion  of  Uterus  107 

vagina,  in  the  dorsal  or  knee-elbow  position,  is  undoubtedly 
or  the  greatest  value,  combined  with  other  local  treatment. 
It  is  equally  dangerous  if  casually  ordered  or  unskilfully 
apphed. 

It  was  my  intention  to  have  made  an  analysis  of  a  large 
number  of  gynaecological  cases,  showing  the  proportion 
that  suffered  from  retro-displacements,  as  also  the  symptoms 
of  which  the  latter  complained,  necessitating  their  seeking 
advice.  However,  I  gave  up  the  idea,  as  I  did  not  think 
that  any  practical  result  would  follow  from  such  an  analysis. 
We  all  know  that  it  may  be  said  of  backward  displacement 
and  its  complications  that  it  is  one  of  the  commonest 
causes,  not  only  of  interruption  of  a  woman's  health  and 
enjoyment  of  life,  but  a  forerunner  and  attendant  upon 
conditions  and  symptoms  which  tend  to  make  that  life  a 
misery.  Few,  I  think,  will  dispute  this  proposition.  And 
as  to  the  troubles,  whether  intrapelvic  and  local,  arising 
mechanically  and  directly  from  interference  with  the  func- 
tions of  the  pelvic  viscera  and  their  nervous  supplies,  or 
the  various  visceral  and  psychic  neuroses  which  we  so 
frequently  meet  with  in  displacements  of  the  womb,  the 
consequence  of  reflected  irritation  or  excitation  of  the 
pelvic  nerves,  they  are  legion,  and  have  their  origin  directly 
or  indirectly  as  reflected  neuroses  associated  with  vascular 
and  nervous  disturbances  in  the  organs  which  are  affected. 
This  also  is  a  proposition  which  could  be  easily  demon- 
strated. Some  there  are  who  would  make  light  of  the 
sufferings  and  the  consequences  which  follow  in  the  wake 
of  true  displacements.  This  is  not  my  experience,  and  from 
every  point  of  view  I  refuse  to  regard  a  woman  as  healthy 
who  has  a  retroverted  uterus.  Psychologists  have  proved, 
side  by  side  with  gynaecologists,  the  correlation  there  exists 
between  displacement  and  certain  mental  states,  which  have 
completely  disappeared  with  rectification  of  the  error  of 
position,  and  alienists  now  universally  acknowledge  the 
practical  importance  of  its  treatment  in  the  insane. 

The  title  of  this  discussion  embraces  the  prophylaxis  of 
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backward  displacement.  Any  reference  to  such  antici- 
patory and  preventive  measures  must  necessarily  be  a  very 
condensed  and  concise  one.  We  will  take  them  somewhat 
in  the  order  in  which  I  have  referred  to  the  causes  of  the 
condition.  First  in  importance  is  attention  to  distention 
and  over-distension  of  the  bladder.  Women,  for  various 
and  obvious  reasons,  are  apt  to  neglect  such  distension, 
and  to  habituate  themselves  to  its  occurrence,  resisting  the 
natural  demand  for  relief  more  than  men.  Within  the  last 
few  days  a  patient  of  mine  just  recovering  from  fixation 
of  the  uterus  boasted  that  whereas  before  the  operation 
she  had  to  pass  water  several  times  a  day,  she  could  now 
pass  the  entire  day  without  discomfort.  Only  immediately 
before  another  patient  made  almost  the  same  remark  under 
similar  circumstances. 

It  goes  for  the  saying  that  the  most  important  caution 
that  can  be  given  to  a  w^oman  who  has  to  wear  a  support  is 
to  empty  the  bladder  at  regular  intervals.  It  were  well  that 
a  like  caution  were  given  to  all  women  after  a  recent  labour. 
Certainly  it  may  be  asserted,  considering  the  great  import- 
ance of  the  matter,  that  women  generally  are  not  made 
sufficiently  alive  to  the  dangerous  consequences  which 
follow  over  distension.  Constipation  and  costive  bowels 
are  only  of  secondary  importance  to  the  bladder.  To 
prevent  rectal  overloading,  to  maintain  the  tone  of  the 
sphincters,  to  cure  haemorrhoidal  conditions,  to  prevent 
straining  in  defaecation,  are  our  principal  indications.  I 
do  not  here  speak  of  affections  of  either  bowel  or  bladder 
that  may  demand  special  interference  for  their  cure. 

Attention  to  the  uterus  after  labour,  especially  during 
the  first  and  second  months,  has  certainly  not  been  given 
as  it  ought  to  have  been.  Considering  that  by  fai*  the 
largest  portion  of  cases  of  backward  displacement  are 
due  to  post-partum  effects,  this  must  be  acknowledged. 
Flaischlen,  of  Berlin,  in  a  recent  address^  (for  the  trans- 
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latton  of  which  I  am  indebted  to  our  Editor)  says  :  "  There 
is  no  doubt  that  many  apparently  puerperal  cases  are 
relapses  into  anomalous  positions  that  existed  during 
virginity."  He  likewise  insists  on  the  importance  of  treat- 
ment after  childbed,  and  that  if  there  be,  notwithstanding 
reposition,  recurrent  retroflexion,  a  pessary  should  be  worn 
for  six  months.^  Nicholson,*  of  Pennsylvania,  in  a  recent 
article  quotes  Rissmann  upon  the  cure  and  prevention  of 
displacements  in  the  puerperium.  Rissmann  cites  Ahlfeld 
and  Fritsch,  that  we  should  ascertain  the  position  of  the 
uterus  at  the  end  of  the  first  week,  and  if  it  be  required, 
that  a  pessary  should  be  inserted,  and  he  instances  cases  in 
which  cure  of  the  retroposition  followed  this  treatment, 
while  the  patients  were  kept  as  much  as  possible  on  the 
side.  Many  other  authorities  are  in  favour  of  the  intro- 
duction of  a  support  at  the  end  of  a  third  week,  and 
Rissmann  lays  special  stress  on  the  lateral  position  with  the 
occasional  assumption  of  the  prone  position.  Whatever 
view  we  may  hold  with  regard  to  these  suggestions,  I  think 
it  is  undoubted  that  the  time  has  arrived  for  the  recognition 
of  the  great  importance  of  attention  to  the  position  of  the 
uterus  during  the  puerperal  month,  attention  to  the  involu- 
tion of  the  uterus  by  means  taken  to  secure  it,  and  thorough 
rectification  of  any  perineal  deficiencies.  "  Indeed,"  says 
Flaischlen,  "  the  chief  contingent  of  all  mobile  retroflexions 
are  those  puerperal  ones  which  are  not  submitted  to 
medical  advice  for  months,  or  even  years,  after  their  origin." 
Neither  can  I  enter  into  the  consequences  of  retroversion 
on  the  gravid  uterus,  its  effects  in  abortion  and  incarcera- 
tion. When  detected,  early  reposition  and  the  use  of  a 
pessary  is  the  obvious  course  to  pursue.  Doubtless  auto- 
reposition,  with  the  advance  of  pregnancy,  does  happen, 


'  Rissmann,  Miinch,  med,  Wochen,^  March  6,  I9cx>. 

*  Paper  by  W.  R.  Nicholson,  M.D.,  "Digest  of  Recent  Literature, 
with  a  Special  Reference  to  Uterine  Displacements."  Universal  Medical 
MagasifUy  Pennsylvania,  February,  1901. 
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but  it  is  not  well  to  rely  on  it,  and  reposition  under  narcosis, 
properly  conducted,  should  be  carried  out. 

We  hear  a  great  deal  said  of  tight-lacing,  even  to  the 
influence  it  exerts  in  predisposing  to  myoma  of  the  uterus, 
and  I  have  myself  taken  part  in  a  literary  crusade  against 
tight  corsets.  But  I  fear  we  have  to  admit  that  retroversion 
of  the  uterus  is  in  no  way  peculiar  to  the  perambulating 
hourglass  shapes  that  women  so  delight  to  assume  in  order 
to  attract  the  admiration  of  the  robuster  sex.  However,  a 
tight  corset,  speaking  medically  as  well  as  aesthetically,  is  an 
anathema  maranatha,  and  we  need  not  here  waste  valuable 
time  in  referring  to  it. 

Only  one  other  group  of  cases  will  1  allude  to  in  this 
matter  of  prophylaxis,  viz.,  pelvic  inflammations,  whether 
seriously  involving  the  adnexa  or  not,  leaving  in  their  wake 
plastic  exudations  and  peritoneal  contractions.  Seeing  the 
consequences  during  and  after  convalescence  of  such 
inflammatory  processes,  I  think  we  may  admit  that  we  are 
too  apt  to  rest  content  with  their  immediate  control  and 
the  recovery  of  the  patient,  without  the  needful  rectification 
of  the  sequelae  of  the  attack.  Such  means  as  warm 
douchings,  massage  of  rectum  and  vagina,  more  prolonged 
rest,  avoiding  the  dorsal  position,  the  use  of  a  suitable 
soft  support  and  the  administration  of  such  drugs  as  are 
calculated  to  promote  absorption  of  the  effused  products, 
and  finally  cold  lavements,  are  some  of  the  means  which 
we  may  adopt.  It  is  in  such  cases,  when  complicated  with 
retroflexion,  that  the  treatment  associated  with  the  name 
of  Schultze,  which  I  need  not  describe,  is  of  such  value. 
I  certainly  have  frequently  found  great  benefit  in  the 
absorption  of  pelvic  effusions,  adnexal  thickenings  with 
enlargement  of  the  uterus,  from  a  course  at  Woodhall  Spa, 
which  I  prefer  to  Kreuznach  from  its  nearness  of  access 
and  for  climatic  reasons,  but  you  can  perhaps,  measure 
better  than  1  the  degree  of  expectant  delusion  with  which 
some  patients  are  buoyed  up  by  the  hypothetical  virtues  of 
certain  waters  and  spas. 
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We  now  approach  the  actual  treatment  of  a  retroverted 
or  retroflexed  uterus  which  is  movable  and  reducible.  You 
quite  understand  how  condensed  and  brief  must  be  my 
handling  of  the  entire  subject  of  treatment.  And  I  think 
1  shall  best  achieve  my  object  by  making  a  few  plain 
propositions  which  represent  practically  what  my  views 
personally  are. 

(1)  Attention  to  the  different  clinical  points  I  have 
referred  to  in  the  anticipation  of  this  displacement  would 
render  it  of  much  less  frequent  occurrence  than  it  is  at 
present.  The  wider  recognition  of  the  causes  leading  to 
its  earlier  rectification  when  it  is  threatening  or  has  hap- 
pened, would  effect  more  rapid  and  permanent  cure. 

(2)  Every  mobile  and  reducible  uterus  should  be 
treated  in  the  first  instance  by  a  support,  which  should 
be  worn  for  a  space  of  time  proportionate  to  the  tendency 
there  is  on  the  part  of  the  uterus  to  revert  to  the  backward 
position.  Associated  adnexal  conditions  are  frequently 
amenable  to  treatment  in  such  cases,  and  it  should  follow 
the  reposition  of  the  uterus. 

(3)  Should  the  adnexal  condition  be  such  as  to  demand 
operation  colpotomy  is  that  of  selection,  with  resection  of 
the  adnexa  and  the  subsequent  use  of  a  support. 

(4)  An  immovable  or  irreducible  uterus,  or  a  reducible 
uterus  in  which  the  associated  conditions,  either  in  the 
uterus  itself,  in  contracting  peritoneal  folds,  or  in  adnexal 
adhesions,  make  it  clear  that  no  pessary  will  effect  a  cure 
or  enable  the  uterus  even  temporarily  to  remain  in  the 
normal  position,  should  be  treated  by  operation,  the  nature 
of  which  should  depend  on  the  age  and  child-bearing  pros- 
pects of  the  woman ;  on  the  amount  of  adnexal  disease 
and  the  need  there  may  be  for  radical  interference  ;  on  the 
condition  of  the  vaginal  outlet  and  perineum  ;  such  compli- 
cations as  cystocele  or  rectocele,  and  lastly,  on  the  extent  of 
uterine  disease  that  is  co-existent  with  the  displacement. 

With  regard  to  a  pessary,  1  will  dismiss  what  1  have 
to  say  in  a  few  sentences.     A  pessary  should  always  be 
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moulded  to  fit  the  particular  anatomical  peculiarities  of  the 
case  in  which  it  is  applied.  Here  I  show  the  shapes  I  gene- 
rally prefer,  and  the  celluloid  with  wire  rings,  from  which 
they  are  quickly  moulded  out  of  hot  water.  They  are  but 
various  adaptations  of  the  Smith-Hodge,  I'and  generally 
answer  the  purpose.  Here  is  a  new  celluloid  cushion  pes- 
sary, made  for  me  by  Messrs.  Arnold.  The  soft  Smith- 
Hodge  pessary  of  Robert  Barnes,  with  a  glycerine  pad 
behind,  is  also  a  most  useful  one.  I  know  of  no  pessary 
that  keeps  the  uterus  in  position  after  its  first  replacement 
more  efficiently  than,  if  as  perfectly  as,  the  vulcanite  Fowler. 
In  some  cases  of  retroversion  with  anteflexion,  or  with  the 
anterior  wall  enlarged  from  any  cause,  a  well-curved 
Galabin's  support  is  most  useful.  For  final  wear,  after 
the  uterus  has  been  maintained  for  a  given  time  in  position, 
the  glycerine  ring  is  admirable.  A  well  fitting  pessary 
should  neither  be  immovable  in  the  vagina  nor  loose 
enough  to  change  its  position  under  the  ordinary  demands 
of  the  patient's  life.  It  should  not  interfere  with  the  rectum 
or  bladder,  nor  should  it  press  on  the  urethra.  It  should 
be  comfortable  both  in  walking  and  when  the  patient  is 
sitting.  It  should  be  of  a  material  easily  kept  clean,  should 
not  be  worn  when  roughened  on  the  surface  or  corroded, 
should  have  no  apertures  or  cracks,  and  be  capable  of 
being  removed,  and,  where  possible,  inserted  by  the  patient 
herself. 

Let  me,  then,  express  my  opinion  that  a  very  large  pro- 
portion of  cases  of  retroflexion  can  be  treated  and  cured  by 
the  aid  of  a  pessary  (I  have  altogether  abandoned  the  use  of 
stems),  that  a  smaller  number,  assuming  that  the  patient  may 
have  opportunity  and  time  to  avail  of  treatment,  can  be 
cured  not  only  of  the  displacement,  but  of  its  complications, 
in  the  same  manner.  There  then  remains  a  proportion  of 
cases  which  we  may  divide  into  two  classes.  The  first  em- 
braces those  in  which  the  mere  replacement  of  the  womb 
is  only  part  of  the  cure,  and  who  cannot  afford  the  time  for 
the  necessary  manipulative  or  other  treatment  needed  to 
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perfect  it.  The  second  includes  all  cases  in  which,  either 
from  the  nature  of  the  displacement  or  its  complications,  we 
cannot  hope  for  a  satisfactory  result  from  any  mechanical, 
manipulative,  or  other  non-operative  treatment.  In  both 
these  classes  operation  is  indicated. 

I  admit  at  once  that  by  prolonged  and  persevering  treat- 
ment by  local  absorbents,  massage,  the  assistance  of  posture, 
curettage  and  pessary,  I  have  frequently  treated  and  com- 
pletely cured  cases  that  at  first  appeared  almost  incurable ; 
and  1  know  of  many  patients  who  thus  suffered  who  are 
now  strong  and  healthy  women,  and  have  borne  children. 

But  recalling  the  numbers  in  whom  there  was  no  such 
satisfactory  issue,  the  time,  the  suffering  and  inconvenience 
involved  in  the  process,  I  should  not  now  submit  them  to 
the  same  treatment,  but  should  advise  operation. 

It  has  only  been  of  recent  years  that  I  have  come  to  the 
decided  views  I  have  expressed  with  regard  to  operation. 
This,  however,  may  be  readily  accounted  for  by  the  fact 
that  my  practice  was,  during  the  earlier  years  when  opera- 
tive interference  was  advocated,  limited  to  those  who  could 
afford  a  prolonged  period  of  treatment,  and  the  uncertainty 
of  the  published  results  made  me  chary  in  advising  opera- 
tion; I  have,  however,  during  late  years,  acting  on  the  prin- 
ciples I  have  stated,  advised  operative  measures  in  certain 
cases,  and  where  consent  has  been  given  have  carried  them 
out.  So  far  as  I  know,  in  every  instance  up  to  the  present 
the  result  has  been  satisfactory,  and  in  none  has  any  ill 
consequence  followed. 

These  operations,  with  the  exception  of  one  of  Alexan- 
der's (in  which  case  I  afterwards  performed  suspension  of 
the  uterus)  and  one  vaginal  fixation,  both  of  which  patients 
have  since  borne  children,  have  been  all  by  ventrofixation 
or  suspension  (Kelly),  the  uterus  being  fixed  either  to  the 
abdominal  parietes,  that  is,  fascia  and  peritoneum,  or  to  the 
peritoneum  and  subperitoneal  fascia  alone.  In  some  cases 
either  resection  or  removal  of  an  ovary  or  ovaries  has  been 
carried  out  at  the  same  time. 
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Among  the  most  valuable  papers  on  the  subject  of 
operation  published  within  the  last  few  years,  are  those  of 
Goldspohn^  (Chicago)  and  Delag^nifere'  (Le  Mans),  read  at 
the  International  Congress  of  Gynajcology  and  Obstetrics 
at  Amsterdam,  1899,  and  another  communication  by  the 
former  author,  June,  1900^;  Cohn's  paper,  read  before  the 
Munich  Congress  in  1897;  a  paper  by  J.  Veit  in  June^ 
1900  * ;  and  those  already  referred  to  of  Rissmann  and 
Flaischlen. 

To  enter  into  details  of  the  various  operative  procedures^ 
in  no  matter  how  brief  a  manner,  is  obviously  impossible. 
I  must  content  myself  with  a  rather  imperfect  classification^ 
based  on  the  broad  principles  on  which  each  operation  is 
devised.  The  first  are  those  operations  in  which  the  round 
ligament  is  fixed,  as  by  the  original  Alexander  method,  to 
the  external  abdominal  ring,  or  the  aponeurosis  of  the 
external  oblique  muscles,  and  the  various  modifications  of 
this  operation,  some  of  which  mainly  consist  in  further 
interference  with  the  inguinal  canal,  either  partially  or  for 
its  entire  length,  and  in  variations  in  the  mode  of  fixation 
of  the  round  ligament,  whether  into  the  processus  vaginalis 
peritonei  (Kustner),  or  still  further,  as  in  the  operation 
proposed  by  Goldspohn,  in  which  the  round  ligament  is 
traced  to  its  place  in  the  broad  ligament,  and  the  internal 
inguinal  ring  stretched  and  dilated  is  utilised  for  abdo- 
minal explorations  and  manipulations,  or,  if  necessary^ 

*  Goldspohn,  Anur,  Gyn.  and  Obsiet.  Joum.^  June,  1900. 

'  Du  raccourcissement  des  ligaments  larges  et  des  ligaments  ronds 
dans  la  retroversion  de  Tuterus."  Dr.  Henri  Delageni^re,  Comptes 
Rendus  du  Congres  Internationale  de  Gynaecologie  et  d'Obst^trique, 
Amsterdam,  1900. 

'  Indications,  Technique,  and  Results  of  an  Improved  Alexander 
Operation  in  Aseptic,  Adherent  Retroversions  of  the  Uterus,  when 
Combined  with  Inguinal  Coeliotomy,  vi6,  Dilated  Internal  Inguinal 
King."  By  A.  Goldspohn,  M.D.,  Professor  of  Gynaecology,  Chicago, 
Post  Grad.  Med.  School,  Gynaecologist  to  the  German  and  Chanty 
Hospitals,  Chicago. 

^  J.  Veit,  Berliner  klin.  Wochen,^  June  11,  1900. 
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removal  of  diseased  structures.  Or,  again,  there  is  the 
operation  as  practised  by  Delagenifere  and  several  others, 
in  which  the  round  ligaments  are  reached  by  an  abdo- 
minal incision,  when  they  are  folded  upon  themselves,  and 
fixed  to  the  line  df  Poupart's  ligament  or  to  the  aponeurosis 
and  walls  of  the  canal.  Finally,  by  purse-string  sutures, 
the  round  ligament,  the  peritoneum,  and  inguinal  ring  are 
united,  the  entire  structures,  consisting  of  the  round  liga- 
ment with  the  internal  ring  and  the  surrounding  muscular 
structures  of  the  internal  oblique  and  transversalis  muscles, 
being  anchored  to  Poupart's  ligament,  while  Edenbohl's 
also  opens  up  the  inguinal  canal  for  its  entire  length, 
and  having  shortened  the  ligaments,  anchors  the  various 
structures  round  the  internal  ring  to  Poupart's  ligament, 
including  in  the  attachment  the  external  ring  and  the 
external  oblique  aponeurosis.  The  Landaus,  I  believe,  fix 
the  broad  ligaments,  not  the  uterus,  to  the  peritoneum  and 
subperitoneal  fascia,  reserving  any  fixation  of  the  uterus 
for  after  the  child-bearing  period  of  life. 

All  these  operations,  and  others  of  a  similar  nature, 
agree  in  the  principle  that  the  uterus  shall  be  held  in 
position  by  the  round  ligaments  alone,  or  with  the  struc- 
tures with  which  they  are  connected  in  the  inguinal  canal, 
and  that  the  point  of  attachment  or  suspension  be  either 
to  the  external  abdominal  ring  and  aponeurosis  or  Poupart's 
ligament 

In  the  second  class  of  operations  the  uterus  itself  is  fixed 
either  extraperitoneally  to  the  vagina,  as  in  the  operation 
of  Muller  and  Duhrssen,  or  by  intraperitoneal  vaginal 
fixation,  as  I  have  so  frequently  seen  it  perfectly  and  rapidly 
performed  by  Auguste  Martin.  In  the  third  class  we  include 
those  operations  of  fixing  the  uterus  to  the  abdominal  wall, 
either  by  the  direct  mesial-fixation  methods  of  Leopold, 
Czerny,  Pozzi,  and  others,  or  the  lateral  fixations  of 
Olshausen  and  Sanger,  or  in  the  suspension  method  of 
Howard  Kelly,  by  which  the  uterus  is  fixed  to  the  perito- 
neum and  subperitoneal  fascia. 
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I  do  not  refer  to  the  operation  of  Mackenrodt,  in  which 
the  uterus  is  attached  to  the  posterior  surface  of  the  bladder, 
as  it  is  one  which  has  been  generally  condemned. 

Practically,  then,  we  come  to  the  operation  of  Alexander, 
or  the  Alexander-Adams,^  with  the  various  modifications, 
extraperitoneal  and  intraperitoneal ;  ventrofixation  ;  suspen- 
sion of  the  uterus  by  Kelly's  method,  and  vaginofixation. 
For  my  own  part,  operating  only  in  cases  in  which  there 
are  such  complications  or  conditions  as  absolutely  demand 
interference,  I  have  adopted  either  ventrofixation  or  sus- 
pension of  the  uterus,  as  I  feel  that  cceliotomy  affords  the 
best  and  safest  means  of  correcting  the  majority  of  adnexal 
complications  should  they  exist,  while  experience  does  not 
appear  to  have  shown,  from  statistics  of  the  results,  that 
there  is  any  greater  danger  to  pregnancy  than  by  any  other 
methods.  However,  given  a  simple  case  of  mobile  and 
reducible  uterus,  there  can  be  no  doubt,  from  the  mass  of 
evidence  before  the  profession,  that  the  Alexander,  or  the 
Alexander-Adams  operation,  is  on  all  grounds  the  classical 
method  of  dealing  with  the  condition.*  The  mortality  of 
either  uncomplicated  operation  in  practically  nil. 


'  Quoting  from  Cohn  Nicholson  says :  It  is  interesting  to  note 
that  the  operation  of  shortening  the  round  ligaments  was  first  performed 
by  Alqui6,  in  the  year  1840,  in  order  to  support  a  prolapse,  and  by  Aran, 
who  treated  a  retro-displaced  organ  in  this  way.  France,  however,  was 
not  the  country  in  which  the  merit  of  the  operation  was  first  established, 
since  the  procedure  was  allowed  to  lapse  until  many  years  later,  and  was 
then  re-introduced  elsewhere.  In  Germany  Langenbeck  and  Freund 
were  the  first  advocates,  but  to  Alexander  and  Adams  the  real  credit 
belongs.  Cohn,  from  the  results  of  the  Breslau  Clinic,  regards  the 
Alexander-Adams  as  the  best  form  of  operation  during  the  period  of 
possible  conception.  ( K<V/if  Nicholson's  paper  already  quoted.)  Zeits.f. 
Geburt,  u.  Gyna.,  xliii.  Band,  3  Heft. 

'  Flaischlen  says  of  the  Alexander-Adams  operation:  ''Free  from 
danger  and  effective,  it  secures  a  position  for  the  uterus  as  nearly  as 
possible  normal.  The  fundus  is  free,  and  there  is  no  interference  with 
labour."  He  himself  fastens  each  ligament  with  silkworm  gut  to  the 
lateral  angle  of  the  wound  in  the  aponeurosis,  and  by  a  row  of  sutures 
to  the  inner  side  of  the  aponeurosis,  after  shortening  the  ligament  from 
eight  to  ten  centimetres. 
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I  cannot  close  without  venturing  to  state  that  every 
Fellow  of  our  Society  recognises  the  value  of  the  inspiration 
which  first  suggested  to  my  distinguished  fellow-countryman 
the  idea  of  correcting  backward  displacements  by  his  opera- 
tion of  shortening  the  round  ligaments — an  inspiration 
which  for  all  time  must  link  his  name  with  the  operative 
treatment  of  this  condition.^ 

Dr.  W.  Alexander,  in  opening  the  discussion  on 
the  al)Ove  paper,  had  again  and  again  proved  that 
backward  displacements  gave  rise  to  pain,  backache,  a 
feeling  of  weight,  dragging,  difficulty  in  walking,  constipa- 
tion, signs  of  obstruction,  dysuria,  frequent  micturition, 
miscarriage,  sterility,  dysmenorrhoea,  menorrhagia,  metror- 
rhagia, leucorrhcea,  and  nervous  symptoms  varying  accord- 
ing to  the  stage  of  the  disease.  Symptoms  which  were 
prominent  when  the  displacement  was  recent  and  acute, 
became  less  and  less  as  the  disease  became  more  chronic, 
and  finally  disappeared  altogether.  It  was  upon  an  examina- 
tion made  at  this  latter  stage  that  some  gynaecologists 
founded  the  statement  that  retroversion  produced  no 


'  B.  Kronig  and  Feuchtwanger  {Monats.  f,  Gyn.^  xi.,  621,  795)  says  : 
^'In  uncomplicated  retroflexion,  as  well  as  in  descent  of  the  mobile 
uteros,  the  Alexander-Adams  operation  has,  for  the  last  three  years,  been 
the  operation  of  choice.'* 

Carl  Petera,  of  Dresden  (writing  in  the  Munch,  med.  Woch,^ 
S.  1 163,  April,  1900,  of  the  Alexander- Adams  operation  in  mobile  retro- 
flexion), says:  ''The  operation,  which  is  everywhere  becoming  more 
firmly  established,  has  not  as  yet  been  cordially  accepted  in  Dresden 
as  the  apt,  innocent,  and  ingeniously- contrived  method  it  really  is.'' 
Referring  to  Alqui^  as  the  promulgator  of  the  idea  of  traction  of  the 
round  ligaments  in  replacing  a  prolapsed  uterus,  he  says :  "  But 
Alexander,  of  Liverpool,  and  Adams,  of  Glasgow,  were  the  first,  in  1881 
and  1S83,  to  describe  the  technique  of  the  new  operation."  Peters  is  a 
warm  advocate  of  the  Alexander  method  in  the  cases  referred  to,  and  he 
quotes  Futh,  Lapthome  Smith,  and  Rumpf  as  advocates  of  the  method, 
besides  those  authors  I  have  already  referred  to  in  my  paper,  as  operating 
by  the  inguinal  canaL  Peters  meets  all  the  objections  to  an  Adams  opera- 
tion in  his  paper.  He  reviews  the  whole  history  of  the  operation  from 
the  eighties  to  the  present  day.  The  entire  paper  is  an  able  defence 
of  the  operation  performed  in  suitable  cases. 


1 1 8        The  British  Gynecological  Society 


symptoms.  What  would  be  thought  of  a  surgeon  who, 
finding  an  old  mobile  dislocation  of  the  shoulder,  held  that 
a  recent  dislocation  gave  rise  to  no  symptoms  ?  Yet  the 
cases  were  parallel.  The  pathological  consequences  of 
retroversion  of  the  uterus,  chiefly  the  result  of  circulatory 
disturbances,  were  congestion  of  the  uterus,  ovaries  and 
tubes,  enlargements  of  the  fundus  uteri,  or  of  the  entire 
uterus,  attacks  of  perimetritis,  parametritis,  adhesions, 
salpingitis,  erosions  of  the  cervix,  change  in  the  metrium, 
haemorrhoids,  &c. 

Treatment, — The  preventive  treatment  consisted  in  the 
avoidance  of  strain,  severe  exercise,  or  hard  work  at  the 
menstrual  period,  examination  and  replacement  of  the 
uterus  when  the  symptoms  first  showed  themselves,  either 
after  a  strain,  miscarriage,  confinement,  or  menstruation  ; 
the  cure  of  any  inflammation  in  the  pelvis  that  might 
conduce  to  displacement,  and  temporary  support  by  pes- 
saries, &c.  Attention  to  the  bowels  and  bladder  were 
general  preventive  measures  that  would  suggest  themselves 
to  everyone.  By  palliative  treatment  the  symptoms  of 
backward  displacement  might  be  entirely  relieved,  but 
often  the  necessary  time,  care  and  skill  were  unavailable, 
and  operative  treatment  was  necessary  to  restore  the  uterus 
to  its  normal  position.  The  only  radical  treatment  of  a 
chronic  backward  displacement  was  by  operation,  and  the 
only  operation  he  performed  was  shortening  of  the  round 
ligaments.  The  round  ligament  might  be  shortened  in 
two  classes  of  cases.  First,  where  the  uterus  was  free  ; 
and  second,  where  it  was  adherent.  Where  the  uterus  was 
free  the  operation  was,  to  his  mind,  a  very  simple  and 
efficient  one,  provided  that  the  uterus  was  placed  in  a 
position  of  anteversion.  If  so  placed  the  result  would  be 
permanent.  If  the  uterus  sloped  back,  ever  so  little,  it 
would  prove  a  failure,  and  he  thought  this  was  the  source 
of  failure  in  a  good  many  cases  in  which  it  had  been 
performed.  The  second  class  of  cases  was  where  there 
were  adhesions.     In  these  cases,  which  were  not  very 
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numerous — in  his  practice  he  had  only  met  with  six  during 
the  last  two  years — he  opened  Douglas'  pouch,  passed  in 
his  finger,  and  broke  down  adhesions,  until  the  uterus 
could  be  pushed  forward  easily  into  anteversion.  He  then 
packed  the  vagina  with  gauze  and  shortened  the  round 
ligaments.  If  any  lesion  were  found  in  the  pelvis  it  could 
be  removed  by  the  vaginal  opening.  The  operations  were 
alwa3rs  completed  at  one  sitting.  The  operation  of  shorten- 
ing the  round  ligaments  sufficed  for  the  operative  treatment 
of  all  cases  of  backward  displacement.  As  regarded  ventro- 
fixation and  vagino-fixation  he  had  never  performed  either. 
Both  operations  seemed  unphysiological,  whereas  shortening 
the  round  ligaments  was  physiological,  and  its  after  con- 
sequences had  been  proved  not  to  interfere  generally  in  any 
way  with  the  course  of  nature. 

Prof.  J.  W.  Taylor  said  that  it  was  the  more  or  less 
recent  or  intractable  cases,  in  which  the  uterus  was  enlarged 
as  well  as  displaced,  which  mainly  required  treatment,  and 
the  enlargement  as  well  as  the  displacement  should  be  dealt 
with. 

Treatment  by  pessary  was  rarely,  if  ever,  curative,  and 
it-i  continued  or  permanent  use  was  highly  objectionable. 
On  the  other  hand,  the  temporary  use  of  a  pessary,  which 
kept  the  uterus  in  place,  not  only  relieved  urgent  symptoms, 
but  enabled  the  surgeon  to  estimate  how  far  distress  was 
due  to  displacement. 

Of  operative  procedures  he  had  repeatedly  tried  :  (i) 
The  English  operation  of  shortening  the  round  ligaments 
due  to  the  genius  of  a  distinguished  Fellow  of  the  Society, 
Dr.  Alexander,  of  Liverpool.  (2)  The  older  operation  of 
ventrofixation.  (3)  Ventrofixation  as  modified  by  Kelly. 
(4)  Vaginofixation  : — [a)  with  fibro-serous  union  ;  (6)  with 
sero-serous  union.  (5)  The  operation  of  Doyen,  in  which, 
after  anterior  colpotomy,  the  anterior  wall  of  the  uterus  is 
sewn  on  itself  so  as  to  produce  a  kind  of  anteflexion. 

Vaginofixation  had  generally  been  simply  incidental 
to  anterior  vaginal  coeliotomy,  and  ventrofixation  accessory 
to  other  operations  involving  abdominal  section. 
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After  the  older  operation  of  ventrofixation,  the  uterus^ 
though  elevated,  lay  too  much  in  the  vaginal  axis,  and  was 
rather  curiously  constrained,  though  in  a  decreasing  degree 
as  the  area  of  union  lengthened  into  a  band.  Patients 
rarely  obtained  perfect  relief,  and  the  sense  of  security 
experienced  when  the  uterus  lay  in  full  normal  anteversion. 

Whenever  he  had  employed  Kelly's  method  as  an 
accessory  to  other  abdominal  operations  he  had  been  very 
pleased  with  the  results,  and  it  appeared  to  be  as  free  from 
defect  as  any  purely  fixation  operation  could  be. 

In  vaginofixation  the  relation  of  the  uterus  to  the  vagina 
was  both  good  and  safe,  if,  however,  the  uterus  were  at  all 
large  it  usually  occupied  a  cramped  and  somewhat  flexed 
position.  If  the  union  were  sero-serous  it  was  liable  to 
give  way,  and  if  fibro-serous  there  was  undoubted  danger 
to  subsequent  pregnancy.  He  quoted  one  case  in  which 
Csesarean  section  had  to  be  done,  and  another  in  which 
prolonged  suppuration  resulted  in  such  firm  adhesions  that 
when  subsequent  removal  of  the  uterus  was  performed  the 
uterine  tissue  tore  before  the  adhesions  gave  way.  The 
operation  was  useful  as  one  process  of  an  operative  suite,'" 
when  it  was  desired  at  one  sitting  to  curette  the  uterus^ 
fix  it  in  position,  perform  posterior  colporrhaphy  for  recto- 
cele,  and  repair  the  perineum  ;  but  it  was  better  reserved 
for  patients  who  were  in  little  or  no  danger  of  becoming 
pregnant. 

Doyen's  operation  he  had  found  insufficient,  and  Doyen 
himself  now  combined  it  with  shortening  of  the  round 
ligaments. 

Shortening  of  the  round  ligaments,  or  Alexander's 
operation  was,  he  believed,  the  best  for  uncomplicated 
backward  displacement.  The  troubles  which  he  formerly 
experienced  had  entirely  disappeared  with  stricter  asepsis 
and  the  use  of  fine  "  ophthalmic  "  silk  as  a  buried  suture  to 
entirely  close  the  wound  in  the  external  oblique,  and  to 
sew  the  upper  end  of  the  ligament  to  the  under  surface  of 
the  aponeurosis.    He  had  watched  pregnancy  come  and  go 
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afterv^*ards  without  any  difficulty  or  recurrence  of  the  dis- 
placement. Performed  as  he  described  in  well  selected 
cases,  the  results  were  perfect,  and  few  operations  gave  patient 
and  operator  more  unalloyed  and  permanent  satisfaction. 

Dr.  C.  H.  F.  ROUTH  had  been  deterred  from  trying 
Alexander's  operation  by  the  opinion  which  a  distinguished 
gynaecologist  had  expressed  concerning  it  when  it  was  first 
introduced.  He  questioned  whether  the  anterior  and 
posterior  ligaments  really  contributed  to  the  support  of  the 
uterus  to  such  an  extent  as  was  generally  supposed.  By 
attaching  weights  to  the  uterus  of  a  dead  subject,  and  then 
cutting,  one  by  one,  the  structures  which  were  generally 
credited  with  supporting  it,  Savage  had  demonstrated  that 
all  its  fascial  connections  assisted  in  retaining  it  in  its  place. 
The  speaker  himself  believed  that  the  ligaments,  extending 
laterally  from  the  cervix  to  the  pelvic  wall,  gave  the  prgan 
the  greatest  support.  There  were  many  cases  of  retroflexion 
irhich  would  only  yield  to  treatment  which  included  the 
use  of  a  stem  pessary.  If  he  found  an  uterus  retroflexed, 
enlarged,  and  bound  down  by  adhesions,  he  subjected  the 
patient  to  prolonged  treatment  by  mercurial  or  other  drugs 
to  promote  absorption,  and  having  reduced  the  size  of  the 
uterus  he  inserted  an  intrauterine  stem  and  shield,  or  a 
stem  and  a  Hodge's  pessary.  Haemorrhage,  regarded  by 
some  as  a  disadvantage  attending  the  use  of  the  stem,  he 
considered  t>eneficial  inasmuch  as  it  reduced  uterine  con- 
gestion. In  the  treatment  of  dysmenorrhoea  the  relief 
following  dilatation  was  frequently  temporary,  and  in  order 
to  render  relief  permanent  a  stem  must  be  employed.  The 
use  of  antiseptics  should,  however,  invariably  precede, 
attend,  and  follow  its  introduction. 

Mr.  F.  BOWREMAN  JESSETT  remarked  that  the  Society 
were  much  indebted  to  Dr.  Macnaughton-Jones  for  his 
able  and  exhaustive  paper.  The  remarks  of  Dr.  Alexander, 
coming  from  the  originator  of  the  well-known  operation, 
should  be  received  with  the  respect  they  deserved.  Little 
had  been  said  respecting  diagnosis,  which  was  not  always 
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easy.  He  had  seen  several  cases  where  a  fibroid  in 
Douglas'  pouch  had  been  mistaken  for  the  fundus  of 
a  retroflexed  uterus,  and  had  even  known  a  cyst  in  the 
broad  ligament  similarly  mistaken.  Again  it  was  not  always 
easy  to  say  whether  the  uterus  were  bound  down  by 
adhesions  or  not.  If  there  were  the  least  doubt  he  insisted 
upon  the  administration  of  an  anaesthetic.  When  the 
muscles  became  relaxed  an  uterus,  which  had  previously 
appeared  absolutely  fixed,  could  frequently  be  readily  re- 
placed in  its  natural  position. 

Respecting  the  causes  of  retroversion,  the  habit  of  not 
relieving  the  bladder  greatly  tended  to  produce  backward 
displacement,  as  did  also  habitual  constipation  and  the 
straining  it  necessitated. 

With  regard  to  treatment,  many  patients  could  be  both 
relieved  and  cured  by  the  introduction  of  a  perfectly  fitting 
pessary.  He  preferred  a  pessary  of  the  shape  of  Hodge's, 
with  a  large  glycerine  pad  at  the  upper  end  for  the  first 
two  or  three  months.  A  Hodge  or  Hodge-Smith  would  then 
frequently  answer  every  purpose.  Stem  pessaries  were  of 
much  service,  if  introduced,  and  the  patient  kept  in  the 
recumbent  posture  for  a  week,  but  he  never  allowed  a 
patient  to  go  about  with  one  in  situ.  He  remembered  a 
case  in  which  disastrous  results  followed  such  a  procedure. 
Dr.  Alexander  appeared,  in  a  very  large  proportion  of  cases, 
to  have  combined  his  operation  of  shortening  the  round 
ligaments  with  the  use  of  a  Hodge  pessary  and  the  intro- 
duction of  a  stem  for  the  first  week,  and  he  could  not  help 
thinking  that  to  this  latter  treatment  the  greater  part  of 
the  good  results  obtained  might  be  attributable.  His 
experience  of  Alexander's  operation  was  small  and  not 
very  happy,  but  in  simple  cases  in  which  the  uterus  was 
freely  mobile  he  could  quite  understand  that  the  operation 
alone  would  give  excellent  results.  If  the  fundus  were 
bound  down  he  considered  it  better  to  perform  cceliotoray 
than  open  the  pouch  of  Douglas,  as  by  the  former  method 
a  good  view  of  the  pelvic  floor,  the  adnexa,  and  any  exist- 
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ing  adhesions  was  obtained,  and  it  was  easy  at  the  same 
time  to  fix  the  uterus  to  the  parietes.  He,  personally,  in 
all  cases  in  which  operation  was  necessary  preferred  ventro- 
fixation to  any  other  operation,  and  he  insisted  upon  the 
necessity  of  fixing  the  posterior  part  of  the  fundus  to  the 
parietes,  so  as  to  replace  the  uterus  in  as  nearly  as  possible 
its  natural  position. 

Dr.  George  Elder  agreed  with  Dr.  Alexander  that  the 
chief  causes  were  undue  exercise  at  the  menstrual  periods 
in  unmarried  woman,  badly  attended  miscarriages  and 
labours,  and  the  prophylaxis  ought  to  be  directed  towards 
the  prevention  of  these.  With  regard  to  the  treatment  in 
unmarried  girls,  in  most  cases  the  placing  of  a  properly 
fitting  Hodge  pessary,  a  tonic  being  administered,  if 
necessary,  and  general  instructions  being  given,  was  suffi- 
cient. If  a  large  retroflexed  or  retroverted  uterus  were 
found  directly  after  labour  or  miscarriage,  the  treatment 
required  was  rest,  hot  douches,  glycerine  and  ichthyol  pads, 
attention  to  the  bowels  and  potassium  bromide  to  bring 
about  involution  of  the  uterine  walls.  When  the  acute 
stage  had  passed,  and  one  had  still  to  deal  with  a  large 
heavy  uterus,  probably  complicated  by  endometritis,  he 
thought  a  healthy  condition  of  the  endometrium  should 
be  secured,  and  if,  as  was  usually  found  in  these  cases, 
there  was  some  rupture  of  the  perineum,  this  should  be 
repaired  before  applying  the  pessary.  He  agreed  in  advo- 
cating the  use  in  certain  cases  of  retroflexion  of  the  intra- 
uterine stem,  the  particular  one  he  had  himself  used,  now 
and  again,  being  Wright's  old-fashioned  metallic  instru- 
ment, which,  of  course,  was  rendered  aseptic  before  being 
inserted.  The  patient  had  to  rest  for  three  or  four  weeks 
after  it  was  placed  in  position.  Then  if  no  symptoms 
arose  she  could  get  up,  taking  care  to  keep  quiet  during 
the  menstrual  period.  Two  months  was  the  longest  time 
he  had  permitted  one  to  remain  in  situ.  With  due  pre- 
cautions he  had  never  found  any  bad  effects  attend  its 
use.   It  had,  combined  with  the  use  of  a  Hodge  pessary. 
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produced  beneficial  results,  which  could  not  have  been 
attained  simply  by  the  use  of  the  latter.  A  stem  often 
assisted  drainage,  relieved  congestion,  and  forwarded  the 
cure.  There  were  certain  cases  in  which  no  pessary  was 
suitable,  in  which  the  tubes  were  adherent,  or  in  which 
there  were  large,  prolapsed  and  inflamed  ovaries,  in  which 
a  pessary  of  any  description  could  not  be  borne.  He  had 
abandoned  Alexander's  operation  on  account  of  the  diffi- 
culty experienced  in  finding  the  round  ligaments;  that 
which  he  now  performed  was  abdominal  ventrofixation, 
namely,  fixing  by  buried  sutures  the  round  ligament  on 
both  sides  to  the  subperitoneal  fascia.  In  his  hands  there 
had  been  no  mortality  from  it. 

Professor  Sinclair  did  not  think  it  was  a  justifiable 
proceeding  to  leave  the  uterine  stem  in  more  than  a  frac- 
tion of  a  week.  He  remembered  a  hospital  patient,  who 
had  been  made  an  out-patient  without  his  knowledge,  and 
who  had  disappeared  for  six  months,  and  had  worn  an 
intrauterine  stem  all  that  time.  She  suffered  no  great  harm, 
but  had  ever  afterwards  oligo-menorrhoea.  He  had  since, 
purposely,  and  with  success,  used  an  intrauterine  stem  to 
stop  that  continuous  slight  haemorrhage  which  was  caused 
by  certain  diseases  of  the  uterus  and  internal  sexual 
organs  in  unmarried  women.  With  regard  to  the  causes 
of  retroflexion  in  unmarried  women,  typical  cases  occurred 
in  schoolmistresses  in  elementary  schools  and  in  shop 
assistants,  arising  not  from  exercise  but  from  want  of 
it ;  there  was  nothing  so  ruinous  to  the  sexual  organs  as 
standing.  Cases  in  which  there  was  retroflexion  of  the 
uterus  without  complications  were  those  suitable,  in  his 
judgment,  for  the  operation  of  shortening  the  round  liga- 
ments, that  is  cases  which  could,  with  perseverance,  be  cured 
without  operation.  In  old-standing  cases  of  retroflexion, 
obviously  such  from  the  condition  of  the  uterus,  and 
which  were  not  curable  without  operation,  the  only  safe 
procedure  was  ventrofixation,  which,  in  his  opinion,  gave 
the  nearest  approach  to  a  physiological  result.  Essential 
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points,  when  performing  it  on  a  woman  likely  to  become 
pregnant,  were  to  safeguard  the  fundus  uteri,  taking  care 
it  was  not  involved  in  the  stitches,  and  to  preserve  the 
physiological  play  of  the  round  ligaments.  He  disapproved 
of  any  operation  by  which  these  structures  were  interfered 
with. 

Mr.  W.  D.  Spanton  pointed  out  that  retroversion 
diflFered  largely  from  retroflexion.  Retroversion  was  met 
with  in  women  with  a  heavy  uterus,  mostly  in  those  who 
had  borne  children.  Retroflexion  was  found  in  those  who 
had  had  no  children,  often  in  virgins,  and  generally  was 
due  to  stenosis,  in  which  case  cure  was  hardly  ever  effected 
without  dilatation  and  the  use  of  some  stem  to  keep  open 
the  canal.  In  other  classes  of  cases  one  had  to  pay  atten- 
tion to  mechanical  treatment  in  the  way  described  by  Dr. 
Macnaughton-Jones,  namely,  by  supports,  while  relieving 
as  far  as  possible  the  excessive  weight  of  the  uterus  itself. 
No  reference  had  yet  been  made  to  the  marked  influence 
which  restoration  of  the  vaginal  canal  to  its  normal  con- 
dition produced  upon  retroflexion  in  some  cases.  As  long 
as  there  was  a  loose  open  vagina  in  which  the  uterus 
could,  as  it  were,  wobble,  no  progress  could  be  made.  He 
had  never  seen  any  danger  result  from  the  use  of  stems 
if  they  were  used  in  a  proper  surgical  manner.  In  the  case 
of  a  small  retroflexed  uterus  he  had  found  it  useful  to  sub- 
stitute for  a  fulcrum  support  a  very  small  cushion  ring  to 
exactly  fit  the  cervix,  so  that  the  uterus  should  be,  as  it 
were,  balanced  upon  it.  In  other  words,  it  would  prevent 
wobbling.  With  regard  to  Alexander's  operation  he  had 
not  found  it  so  easy  as  the  author  had  done,  but  he  entirely 
believed  in  its  efficacy  when  properly  carried  out. 

On  the  motion  of  Dr.  Heywood  Smith  the  discussion 
was  adjourned. 
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BRITISH  GYNECOLOGICAL  SOCIETY. 

Thursday,  May  9,  1901. 

J.  A.  MANSELL-MOULLIN,  M.A.,  M.R.C.P.,  President,  in  the 

Chair. 

Adjourned  Discussion  on  the  Clinical  and  Patho- 
logical Consequences  of  Retroversion  of  the 
Uterus,  their  Preventive,  Palliative,  and  Radical 
Treatment. — Posterior  Vaginal  Cgeliotomy  in 
Operations  for  Pelvic  Disease. 

Dr.  Heywood  Smith,  in  continuing  the  discussion 
on  Dr.  Macnaughton-Jones's  paper  on  the  "  Clinical  and 
Pathological  Consequences  of  Retroversion  of  the  Uterus, 
their  Preventive,  Palliative,  and  Radical  Treatment,"  said 
that  he  thought  that  metritis  and  parametritis  were  more 
frequently  the  effect  than  the  cause  of  misplacement.  It 
was  curious  that  five  out  of  seven  speakers  had  advocated 
the  use  of  the  stem.  The  dangers  of  the  sound  were  some- 
times exaggerated.  Where  there  were  no  adhesions  it  might 
be  used  to  replace  the  uterus,  provided  it  were  passed  with 
gentleness,  in  the  exact  axis  of  the  organ,  and  that  reposi- 
tion were  assisted  by  the  finger  behind  the  uterus.  He 
objected  to  the  restriction  of  the  word  "radical"  to  cure 
by  operation  ;  by  patience  and  quietness  retroversion  could 
be  radically  cured.  Where  poverty,  however,  rendered 
work  essential  operative  treatment  gave  the  best  and  quickest 
relief.  He  had  been  the  first  to  perform  a  deliberate  ventro- 
fixation in  England. 

Dr.  J.  J.  Macan  questioned  the  propriety  of  employing 
the  sound  for  purposes  of  reposition.  Any  uterus  which 
could  be  safely  thus  replaced  could  be  replaced  bimanually 
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by  varying  combinations  of  abdominal,  vaginal,  and  rectal 
palpation.  He  asked  Dr.  W.  Alexander  whether  he  per- 
sonally attached  importance  to  the  direction  in  which  the 
round  ligaments  were  drawn  out  when  performing  the 
Alexander  operation  ;  it  was  a  point  upon  which  consider- 
able stress  had  been  laid  in  continental  literature. 

Dr.  R.  T.  Smith  referred  to  the  correctness  of  Hewitt's 
observations  as  to  the  association  of  neurotic  conditions,, 
and  still  more  of  persistent  vomiting,  with  uterine  displace- 
ment. In  debilitated  patients  there  were  two  conditions 
which  conduced  to  retroflexions :  (i)  loss  of  the  normal 
curvature  of  the  spine,  and  (2)  softness  with  consequent 
flexibility  of  the  uterine  tissue.  Rest  and  removal  of  the 
primary  cause  were  frequently  attended  by  cure  of  the  dis- 
placement. Prolapse  of  the  ovaries  sometimes  resulted 
from  enlargement  and  displacement  of  the  uterus.  If  the 
uterine  condition  were  treated  the  ovarian  trouble  dis- 
appeared. While  approving  of  Alexander's  operation  in 
cases  demanding  operative  treatment,  he  himself  performed 
ventrofixation. 

Dr.  H.  Snow  asked  Dr.  Alexander  whether  he  ever 
experienced  any  difficulty  in  detecting  the  round  ligaments. 
Referring  to  the  use  of  pessaries  he  said  that  as  a  rule 
they  gave  relief  rather  by  rendering  the  vagina  taut  than 
by  keeping  the  uterus  in  position  at  any  particular  angle. 

Dr.  F.  A.  PURCELL  believed  that  undue  prominence  of 
the  promontory  of  the  sacrum  contributed  to  retroflexion. 
In  virgins  it  was  not  always  possible  to  satisfactorily  insert  a 
pessary. 

Dr.  P.  L.  Herbert  said  that  in  the  majority  of  cases 
Ihe  sphincter  formed  the  only  obstacle ;  yet  there  were 
cases  in  which  the  vagina  was  cone-shaped,  and  in  these^ 
whether  children  had  been  borne  or  not,  a  pessary  was  with 
diflBculty  retained. 

Dr.  Benjafield  said  that  he  had  listened  with  great 
interest  to  the  discussion  ;  but  it  was  frequently  difficult  to 
obtain  admittance  for  such  cases  into  hospital,  yet  the  only 
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practical  cure  for  patients  in  a  poor  neighbourhood,  such  as 
that  in  which  he  had  practised,  was  operation.  To  advise 
the  majority  of  patients  to  rest  and  to  use  douches  was 
utterly  impracticable. 

Dr.  R.  H.  Hodgson  said  that  frequent  reference  had 
been  made  to  the  condition  of  the  bowel.  What  portion 
of  the  bowel  had  been  referred  to  ?  He  failed  to  see  how 
retroflexion  could  be  attributable  to  distension  of  the  rectum. 

Dr.  Alexander,  in  reply  to  questions  addressed  to  him, 
said  that  he  attached  no  importance  to  the  direction  in 
which  the  ligaments  were  drawn  out  The  secret  of  finding 
them  was  to  cut  down  upon  the  external  oblique,  which  was 
a  distinct  glistening  structure,  and  then  seek  the  ligament 
at  the  external  abdominal  ring.  Except  where  abnormali- 
ties existed  they  were  always  to  be  found,  but  in  about 
I  per  cent,  of  cases  were  too  thin  or  too  brittle  to  pull  out. 
An  apparently  delicate  ligament,  however,  on  being  pulled 
a  little  way  out  of  the  canal,  often  proved  thick  and  strong. 
He  did  not  operate  upon  very  old  people  in  whom  the 
ligaments  were  specially  liable  to  be  delicate. 

The  President  would  classify  backward  displacements 
according  to  whether  they  were  reducible  or  irreducible. 
Etiologically,  pathologically,  clinically,  and  as  regards  treat- 
ment they  would  lend  themselves  readily  to  that  division. 
The  division  into  retroversion  and  retroflexion  was  devoid 
of  practical  value.  With  regard  to  preventive  treatment, 
the  rules  laid  down  by  the  various  speakers  as  to  the  avoid- 
ance of  strain  at  the  menstrual  period,  examination  and 
replacement  of  the  womb  after  miscarriage  or  labour,  and 
repair  of  the  perineum  or  cervix  if  lacerated,  would  meet 
with  general  acceptance.  He  doubted  if  the  very  temporary 
use  of  stems  sanctioned  by  those  favouring  their  employ- 
ment could  possibly  be  of  permanent  benefit,  while  the 
risks  attending  their  use  were  admitted  by  all.  The  dis- 
cussion had  turned  to  a  great  extent  upon  the  relative 
merits  of  ventrofixation  and  Alexander's  operation.  The 
latter  required  skill  and  practice,  while  the  former  was 
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devoid  of  any  sp>ecial  difficulties  and  therefore  evidence  in 
its  favour  would  be  forthcoming  from  many  quarters.  The 
fundus  was  seldom  bound  down  unless  the  uterine  appen- 
dages were  the  seat  of  chronic  inflammatory  mischief,  and 
he  regarded  the  position  of  the  uterus  as  of  secondary 
importance  when  the  primary  trouble  had  been  removed. 

Dr.  Macnaughton-Jones,  in  replying,  said  that  each 
time  he  had  referred  to  the  bowel  he  had  specified  the 
overloaded  rectum  alone  as  a  participating  cause  of  the 
retroversion.  He  considered  a  stem  pessary  to  be  both  un- 
scientiBc  and  dangerous,  and  the  remarks  of  some  of  those 
who  advocated  its  use  had  only  tended  to  show  that  it  was 
so.  Lawson  Tait  was  quite  right  in  urging  the  compara- 
tively rare  necessity  for  the  employment  of  the  sound,  either 
in  diagnosis  or  as  a  repositor.  As  to  a  pessary,  each  should 
be  adapted  according  to  the  anatomical  peculiarities  of  the 
parts — the  vagina  and  the  uterus.  Dr.  Macnaughton-Jones 
also  dwelt  on  the  importance  of  prophylaxis,  which  prevented 
the  necessity  for  either  pessary  or  operation.  He  reminded 
the  Fellows  of  the  propositions  which  he  had  made  with 
regard  to  the  diflFerentiation  of  those  cases  in  which  mobility 
and  reducibility  indicated  either  expectant  or  operative 
treatment,  even  when  there  were  associated  adnexal  con- 
ditions. The  cases  demanding  colpotomy  without  fixation 
w^ere  distinct.  The  vital  questions  agitating  gynaecologists 
once  an  operation  had  been  determined  upon,  were  : 

(1)  which  method  was  most  suitable  to  the  mobile  and 
reducible  uterus  during  and  after  the  child-bearing  period  ; 

(2)  which  appropriate  to  retroflexion  with  adnexal  com- 
plications and  adhesions ;  and  (3)  the  bearing  of  the 
method  on  child-bearing  and  the  consequences  which  fol- 
lowed to  the  parturient  woman  during  labour.  Abroad 
either  Alexander's  or  the  Alexander-Adams  operation,  with 
its  various  modifications,  extraperitoneal  or  intraperitoneal, 
was  performed  by  such  well-known  gynaecologists  as 
Dol6ris,  Cohn,  Kiistner,  Kronig,  Veit,  Karl  Peters,  Dela- 
genifere,  Baml)erger,  Stocker,  Fiith,  Rumpf,  Kocher,  Doyen, 
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and  others ;  in  America  by  quite  a  number  of  surgeons, 
including  Goldspohn,  Edebohls,  Mund^,  Parker,  Newman, 
and  Kellog ;  while  Lapthorne  Smith  of  Montreal  had  per- 
formed a  very  large  number  of  operations  by  this  method. 
Taking  the  records  of  1,141  operations,  the  particulars  of 
which  Dr.  Macnaughton-Jones  quoted,  there  had  been  but 
two  deaths.  The  plan  of  looping  intraperitoneally  the 
round  ligament,  as  advocated  by  Delag^nifere,  Mann,  Jacobs 
and  many  others,  or  the  fixing  of  the  loop  into  that  which 
tied  off  the  ovary  and  tube  if  these  be  removed,  had  not 
been  referred  to.  Up  to  the  end  of  1896  Martin  had  per- 
formed 400  vaginal  fixations  with  only  four  deaths.  Vine- 
berg's  operation  of  vaginal  fixation  of  the  broad  and  round 
ligaments  had  not  in  that  operator's  hands  been  followed 
by  any  death.  Howard  Kelly  in  his  utero-suspension  had 
not  more  than  i  per  cent,  of  failures.  Fixation  of  the 
broad  and  round  ligaments  to  the  parietal  peritoneum  was 
performed  by  some  operators.  Reviewing  the  statistics  as 
published  by  a  number  of  operators  up  to  the  present  year 
it  would  appear  that  the  choice  lay  mainly  between  three 
procedures,  or  the  modifications  of  these,  the  Alexander- 
Adams  operation,  ventrofixation,  and  Kelly's  utero-suspen- 
sion. It  was  clear  that  Alexander's  operation  could  not  be 
the  simple  procedure  that  some  represented  it,  from  the 
modifications  of  it  which  were  forced  by  necessity  upon  the 
most  expert  operators.  Finally,  the  age  of  the  patient,  the 
complications  of  the  displacement,  and  the  operator's  views 
with  regard  to  the  influence  of  the  special  operative  inter- 
ference on  pregnancy  and  labour  were  the  points  that  would 
determine  the  selection  of  any  operation. 

Posterior  Vaginal  Cceliotomy  in  Operations  for 
Pelvic  Disease.  By  W.  M.  Alexander,  M.D., 
R.U.I.,  F.R.C.S.Eng.  (Surgeon  to  the  Royal  Southern 
Hospital,  Liverpool). 

During  the  two  years  ending  March  31,  I  find  I  have 
performed  ninety-four  posterior  vaginal  cceliotomies  for 
various  diseases  of  the  pelvis,  not  including  hysterectomies 
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for  cancer  of  the  womb,  removal  of  uterine  fibroids,  or 
for  other  diseases  where  Douglas'  pouch  was  opened  as 
a  small  part  of  a  more  extensive  operation.  Abscesses 
pointing  into  the  vagina  or  sinuses  opening  into  it  are 
also  excluded ;  only  those  where  Douglas'  pouch  was 
opened  as  the  route  for  removal  of  disease  being  included. 

I  am  not  here  as  an  advocate  of  the  vaginal  in  preference 
to  the  abdominal  route.  During  the  same  period  I  have 
performed  204  abdominal  coeliotomies  by  other  routes  out 
of  a  total  of  1,567  operations  of  all  kinds.  These  figures 
are  mentioned  to  show  that  vaginal  coeliotomy  is  not  a 
specially  favoured  operation  of  mine,  and  that  I  do  not 
try  to  operate  by  this  route  when  other  methods  could  be 
adopted  with  advantage.  In  previous  years  I  operated  for 
many  of  the  diseases  mentioned  below  by  abdominal 
coeliotomy,  but  have  gradually  become  very  much  impressed 
with  the  greater  ease  and  the  shorter  duration  of  the  vaginal 
operation,  its  greater  safety,  and  the  more  comfortable  and 
often  more  rapid  convalescence  of  the  patient. 

The  following  were  the  diseases  for  which  the  operations 
were  j>erformed  : — 

Two  were  cases  of  hydrosalpinx. 

Four  were  cases  of  pelvic  cellulitis. 

Fourteen  were  cases  of  pyosalpinx. 

In  six  the  operations  consisted  of  breaking  down  of 
adhesions  preliminary  to  shortening  the  round  ligaments. 

In  five  adhesions  were  broken  down  by  the  finger  and 
the  pelvis  drained. 

Seveti  were  cases  of  pelvic  haematocele. 

Two  were  removals  of  fibroid  ovaries. 

One  was  a  perirectal  abscess. 

Six  were  cases  of  localised  pelvic  peritonitis. 

Twenty-two  were  for  removal  of  ovarian  cysts. 

Two  were  for  removal  of  dermoid  cysts  of  ovary. 

Fifteen  were  for  removal  of  cystic  ovaries  (nine  left  side, 
four  right  side,  and  two  on  both  sides). 

One  was  for  abscess  of  ovary. 
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Eight  were  cases  where  cysts  were  removed  from  the 
ovaries,  and  the  remainder  of  these  ovaries  left  behind. 

The  Mode  of  Operation. 

The  patient  lies  in  the  recumbent  position  with  the 
buttocks  somewhat  raised  and  projecting  over  the  edge  of 
the  operating  table.  The  knees  are  flexed  on  the  abdomen 
and  held  in  position  by  a  crutch  or  by  assistants.  The 
vagina  having  been  well  douched  with  carbolic  or  per- 
chloride  the  night  and  morning  preceding  the  operation,  is 
again  well  douched  and  swabbed  out  by  the  operator,  who 
uses  a  duck-bill  speculum  to  see  that  every  part  of  the 
vagina  is  clean.  Both  lips  of  the  cervix  uteri  are  grasped 
and  pulled  forwards  by  a  vulsellum  forceps,  which  at  the 
same  time  closes  the  canal  of  the  cervix  and  prevents 
the  egress  of  any  discharge  from  it.  The  operator  now 
passes  as  large  a  blade  of  a  duck-bill  speculum  as  con- 
venient into  the  vagina,  and  holding  this  in  his  left  hand 
directs  his  assistant,  who  stands  on  the  left  side  of  the 
patient,  to  pull  the  uterus  downwards  and  forwards.  The 
posterior  attachment  of  the  vagina  to  the  uterus  can 
soon  be  clearly  seen,  and  by  pressing  the  end  of  the 
speculum  against  it  Douglas'  pouch  can  with  certainty  be 
emptied.  The  operator,  using  his  right  hand,  snips  the 
posterior  vaginal  wall  close  to  its  uterine  attachment  with 
a  pair  of  scissors,  and  either  opens  Douglas'  pouch  or 
cuts  just  so  deeply  that  the  thin  peritoneal  lining,  in  most 
cases  containing  some  fluid,  can  be  seen  bulging  into  the 
wound.  This  is  snipped  through  and  the  fluid  comes 
away.  The  wound  may  now  be  enlarged  if  necessary,  or 
if  this  necessity  is  not  apparent  the  speculum  is  withdrawn 
and  a  clean  finger  passed  into  the  pelvis  to  explore.  The 
position  and  the  condition  of  the  ovaries  and  tubes  can 
thus  be  correctly  ascertained.  The  right  hand  should  be 
used  for  exploring  the  right  side  of  the  pelvis,  and  the  left 
hand  for  the  left  side.    Adhesions  can  be  broken  down, 
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localised  collections  of  fluid  evacuated,  and  the  uterus  so 
freed  that  when  the  assistant  relaxes  his  hold  on  the  forceps 
that  organ  can  be  passed  forward  and  downwards  into  posi- 
tion. Under  these  conditions,  when  nothing  requires  to  be 
removed,  sterilised  sponges,  natural  or  artificial,  are  used 
to  clear  the  vagina  and  pelvic  floor,  the  end  of  a  piece  of 
sterilised  gauze  is  passed  just  into  the  small  wound  and  the 
vagina  is  filled  with  the  remainder,  the  vulsellum  is  removed, 
and  the  uterus  is  allowed  to  fall  back.  No  disturbance  what- 
ever is  produced.  The  gauze  is  renewed  in  a  week,  the 
patient  rests  in  bed  for  another  week,  and  a  third  week  on  a 
couch  completes  the  treatment.  The  exploration  has  been 
the  simplest  and  most  effectual  that  can  be  made,  and  the 
infornoation  has  been  obtained  and  the  relief  secured  with 
the  least  possible  disturbance  of  unoffending  organs.  It  is 
true  that  visual  evidence  has  not  been  obtained,  but  in  the 
casqs  I  have  referred  to  it  is  not  necessary.  When,  how- 
ever, visual  evidence  is  necessary,  it  can  be  obtained  in  the 
following  way  :  The  opening  is  widened  to  the  extent 
desired  and  in  the  direction  of  that  side  of  the  pelvis  where 
the  object  lies  that  we  wish  to  see.  The  blade  of  the 
speculum  is  then  pushed  into  the  pelvis,  and  a  little  manip- 
ulation, aided  by  sponges  in  holders,  will  generally  expose 
the  diseased  part.  If  a  small  ovarian  tumour  is  found  filling 
up  the  pelvis,  it  can  be  aspirated  and  afterwards  easily  pulled 
down  and  ligatured  or  clamped.  Pus  tubes  can  be  aspirated 
at  their  most  dependent  parts,  the  small  orifice  clamped, 
and  then  the  sac  brought  down  and  the  pedicle  treated 
according  to  circumstances  and  predilections.  In  every 
one  of  my  ninety-four  cases,  with  a  single  exception,  I 
used  ordinary  surgical  pressure  forceps  instead  of  the  liga- 
ture to  secure  the  pedicle  and  to  restrain  haemorrhage.  The 
exceptional  case  was,  strange  to  say,  the  last  of  the  series, 
and  was  a  small  parovarian  cyst  with  a  twisted  pedicle. 
The  tumour  was  deeply  and  darkly  congested  like  a  strangu- 
lated hernia,  and  the  patient  was  much  collapsed  and  very 
ill.   After  aspiration  of  the  cyst  the  tumour  came  down  so 
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readily  that  the  pedicle  was  easily  ligatured  and  the  vaginal 
opening  closed  by  a  single  stitch.  There  can  be  no  doubt 
that  the  ligature  is  the  best  method  of  treating  the  pedicle, 
and  yet  I  have  used  forcipressure  in  nearly  all  my  cases, 
and  in  all  probability  will  continue  to  use  the  forceps, 
for  the  following  reasons:  The  forceps  are  easy  and  the 
ligature  difficult  to  apply  in  the  confined  space  in  which 
we  have  to  work.  The  tissues  are  soft  and  easily  torn,  and 
do  not  admit  of  much  tension  or  manipulation,  to  both  of 
which  they  are  much  exposed  during  the  application  of 
a  ligature.  It  is  difficult  to  tie  the  ligature  sufficiently  tight 
in  such  a  confined  space  on  a  tense  pedicle,  and  the  loosen- 
ing of  a  ligature  on  a  retracted  pedicle  may  be  a  very  serious 
affair.  The  bringing  down  of  diseased  structures  into  view 
is  occasionally  a  matter  of  difficulty.  Toothed  forceps  tear, 
and  pressure  forceps  crush  the  delicate  structures.  The 
best  instrument  is  the  finger.  By  withdrawing  the  speculum 
and  passing  in  one  or  two  fingers  of  one  or  other  hand, 
and  remembering  the  pelvic  anatomy,  it  is  comparatively 
easy  to  separate  adhesions.  The  different  feel  of  the  ovary, 
Fallopian  tubes,  bowel,  uterus,  &c.,  is  easily  distinguishable, 
and  sight  is  not  necessary.  When  the  organ  is  separated 
and  brought  free  into  the  pelvis,  the  finger  may  frequently 
work  it  into  the  vagina.  But  more  frequently  the  speculum 
requires  to  be  re-introduced,  the  tumour  inspected  and 
then  brought  down  on  the  blade  of  the  speculum,  its 
pedicle  clamped,  and  all  below  cut  off.  The  pelvis  is  now 
sponged  out  clean,  the  wound  packed  with  sterilised  gauze 
and  the  vagina  filled  with  the  same,  the  uterus  being  allowed 
to  fall  back  as  the  vagina  is  being  filled. 


Stitching  the  Opening  into  Douglas'  Pouch. 

This  I  have  only  done  on  one  or  two  occasions  when 
the  gap  seemed  very  wide.  When  the  uterus  is  allowed  to 
fall  back  into  position  the  wound  closes  of  its  own  accord 
and  stitching  is  in  most  cases  unnecessary.    In  fact,  in 
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cases  where  we  wish  to  drain  the  pelvis  the  great  difficulty 
is  to  keep  the  wound  open,  especially  when  the  opening 
is  made,  as  I  make  it,  close  to  the  utero- vaginal  junction. 
The  wound  has  often  been  found  firmly  closed  in  twenty- 
four  hours.  If  the  pelvis  is  left  clean  and  aseptic  there 
is  no  harm  in  stitching,  but  on  the  whole  leaving  the  wound 
unstitched  is  safer. 

After-Treatment. 

The  after-treatment  in  cases  of  exploration,  breaking 
down  of  adhesions,  removal  of  cyst  walls  and  puncture  of 
ovaries,  has  already  been  described.  When  a  non-suppu- 
rating structure  has  been  removed  and  clamped,  the  dress- 
ings are  untouched  for  forty-eight  hours,  then  the  clamps 
are  removed  and  the  gauze  left  undisturbed  for  the  re- 
mainder of  the  week,  provided  the  temperature  remains 
normal  and  the  vagina  without  odour.  The  patient  is 
encouraged  to  pass  urine  voluntarily,  the  orifice  of  the 
vagina  being  packed  with  some  absorbent  wool  during 
micturition  to  prevent  the  gauze  being  soiled.  No  violent 
straining  is  allowed,  and  dorsal  decubitus  is  insisted  on. 
At  the  end  of  the  week  the  gauze  is  removed,  the  duck-bill 
speculum  introduced,  the  vagina  mopped  out — never  syringed 
— ^with  antiseptic  "dabs,"  and  the  patient  left  alone  for 
another  week.  At  the  end  of  a  fortnight  syringing  may  be 
allowed  after  the  opening  into  Douglas'  pouch  has  closed, 
but  never  before.  When  a  suppurating  or  haemorrhagic 
cavity  is  to  be  drained  I  usually  employ  gauze  and  dress 
the  part  every  second  day.  The  dressing  is  performed  with 
the  patient  in  the  dorsal  position,  the  buttocks  projecting 
over  the  side  of  the  bed,  and  a  duck-bill  speculum  is  passed 
behind  the  gauze.  This  facilitates  its  removal,  the  cervix 
uteri  is  pushed  forward  and  upward  with  a  retractor  and  the 
wound  exposed.  Antiseptic  dabs  of  cotton-wool  are  pushed 
into  the  cavity,  moved  about  and  thrown  away.  In  this 
way  the  vagina  and  cavity  are  cleaned-    It  is  then  re-packed 
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with  double  cyanide  or  iodoform  gauze.  No  fluids  are  used 
in  the  dressing,  and  the  cavity  and  vagina  are  well  dis- 
tended with  the  gauze.  In  this  way  the  drainage  is  com- 
plete and  the  danger  of  infecting  the  peritoneal  cavity  is 
reduced  to  a  minimum.  The  cavity  shrinks  up  from  day 
to  day,  sometimes  very  rapidly.  When  it  is  reduced  to 
a  mere  sinus  the  packing  may  be  left  oflF,  but  it  is  unsafe 
to  leave  off  the  packing  while  a  substantial  cavity  remains. 
The  orifice  has  such  a  tendency  to  close  that  an  abscess 
may  readily  re-form. 

Mortality. — The  mortality  in  the  above  ninety-four  cases 
consisted  of  two  deaths.  One  was  a  dermoid  cyst  of  the 
ovary  that  was  removed  quite  easily.  That  same  evening 
the  patient  had  an  acute  pain  in  the  side  and  pleuro- 
pneumonia set  in  and  proved  fatal.  The  abdomen  was 
unaffected.  The  second  death  occurred  in  a  case  of 
abscess  of  the  right  ovary  that  I  opened  and  drained 
with  gauze.  The  abscess  was  small  and  localised,  and  a 
good  part  of  the  ovary  healthy,  so  that  I  was  unfortunately 
tempted  to  save  the  organ.  Acute  streptococcus  infection 
set  in  that  evening  and  defied  all  efforts  to  prevent  its 
spread  to  the  general  peritoneal  cavity. 

In  all  similar  previous  cases,  I  had  removed  the  sup- 
purating movable  structure,  and  I  will  take  care  to  always 
remove  such  in  future. 

Complications  of  the  Convalescence. 

While  the  mortality  is  very  small,  the  convalescence  as 
a  general  rule  is  uncomplicated,  pelvic  peritonitis  took 
place  in  four  of  the  cases  and  left  a  thickening  over  the 
rectum  that  occasioned  constipation,  and  in  two  temporary 
obstruction.  This  thickening  was  due  to  defective  drainage 
in  inflammatory  cases  and  can  be  generally  avoided  by 
thorough  drainage. 

In  one  case  of  pyosalpinx  where  the  tumour  was  scraped 
off  the  rectum,  a  faecal  fistula  was  expected  and  occurred. 
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At  the  end  of  rather  more  than  a  week  the  discharge  of 
teces  ceased,  and  the  final  result  proved  quite  satisfactory. 

In  one  case  some  haemorrhage  took  place  on  the  third 
day  after  the  clamps  had  been  removed.  On  dressing  the 
patient  and  clearing  out  clots  from  the  vagina,  the  haemor- 
rhage ceased  and  did  not  recur.  The  bleeding  point  could 
not  be  found. 

There  have  been  no  cases  of  vaginal  hernia. 

Ultimate  results. — Although  it  is  too  soon  to  speak  of 
ultimate  results  in  some  cases,  and  in  many  others  there  have 
been  no  recent  reports,  still  I  have  seen  the  majority  again 
and  again,  and  my  impression  is  that  relief  of  symptoms  is 
more  general  when  the  operation  has  been  performed  by  the 
\'aginal  than  by  the  abdominal  route  for  the  same  disease. 

Special  remarks  on  the  Diseases  for  which  Posterior 
Vaginal  Cceliotomy  has  been  performed. — The  nature  of  the 
disease  modifies  the  operation,  and  hence  a  few  special 
remarks  on  the  list  of  diseases  are  necessary.  In  the  two 
cases  of  hydrosalpinx,  the  ovary  and  tube  were  both 
removed.  In  the  four  cases  of  "pelvic  cellulitis"  a  hard 
mass  was  found  in  the  left  broad  ligament,  Douglas'  pouch 
was  opened  to  the  left  of  the  middle  line,  and  a  sinus 
forceps  passed  up  into  the  ligament.  In  two  cases  pus 
was  not  found,  in  two  it  was,  and  all  four  resolved  much 
more  rapidly  after  the  operation  than  they  appeared  likely 
to  before  it  was  performed. 

Half  the  cases  of  pyosalpinx  were  double.  The  tubes 
were  generally  curled  up,  more  or  less  filled  with  cheesy 
matter  and  with  their  walls  much  thickened.  The  diseased 
tubes  were  clamped  close  to  the  uterus,  and  sometimes  two 
or  three  forceps  were  employed  to  secure  the  mesosalpinx 
or  adhesions  liable  to  bleed.  In  the  double  operations  an 
ovary  was  left  if  possible,  and  with  the  exception  of  three 
cases  it  was. 

In  shortening  the  round  ligaments  a  difficulty  sometimes 
arises  from  the  presence  of  adhesions.  In  six  cases  during 
the  last  two  years  the  presence  of  adhesions  required  treat- 
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ment,  and  the  treatment  that  I  adopt  is  to  open  Douglas' 
pouch  and  to  free  the  uterus  until  it  can  be  pushed  forwards 
and  downwards  into  position.  The  vagina  is  firmly  packed 
with  gauze  so  as  to  push  the  cervix  uteri  well  up  into  the 
pelvis.  The  gauze  is  changed  once  a  week  for  three  weeks. 
This  procedure  has  extended  the  scope  of  the  operations  of 
shortening  the  round  ligaments. 

Of  the  seven  cases  of  pelvic  haematocele  the  blood  was 
encysted  in  six,  in  one  only  was  it  free  in  the  abdominal 
cavity.  In  this  case  the  tube  ruptured  late  one  night, 
profuse  haemorrhage  occurred,  and  the  patient  became 
collapsed.  Early  next  morning  Douglas'  pouch  was  opened, 
the  tube  brought  down  and  clamped,  and  the  foetus  in  its 
bag  of  waters  protruding  from  the  tube  removed.  The 
clots  were  cleared  out  of  the  pelvis,  which  was  drained 
with  gauze.  The  patient,  who  was  about  three  months 
pregnant,  is  now  in  perfect  health. 

In  three  of  the  encysted  cases  the  abdomen  also  required 
to  be  opened. 

In  one  case  there  was  a  large  tumour  that  projected  into 
the  right  iliac  and  hypogastric  region.  The  abdomen  was 
opened,  and  it  was  found  to  be  covered  with  omentum 
and  small  intestines  to  such  an  extent  and  so  firmly  as  to 
promise  a  very  formidable  operation.  I  abandoned  this 
route.  The  wound  was  packed  with  a  sponge  and  Douglas' 
pouch  opened.  A  thin-walled  cyst  presented,  and  on  open- 
ing it  more  than  a  pint  of  bile-stained  blood,  containing 
many  altered  blood  corpuscles,  came  away.  The  sac  was 
drained  per  vaginam  with  a  very  satisfactory  result.  In 
the  next  case  Douglas'  pouch  was  opened  and  the  sac 
was  found  filled  with  decomposing  blood  to  such  an  extent 
that,  thorough  drainage  being  necessary,  the  abdomen  was 
opened  The  walls  of  the  sac  were  found  to  be  gan- 
grenous, and  involved  the  greater  part  of  the  pelvic  peri- 
toneum. As  much  slough  was  cleared  as  possible,  and  a 
curved  glass  tube  passed  from  the  abdominal  wound  into 
the  vagina,  and  the  dirty  cavity  washed  out  frequently.  The 
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patient's  life  was  saved  after  a  long  struggle  against  septic 
absorption,  and  she  is  now  well. 

In  a  third  case  a  haematocele  was  drained  per  vaginam. 
Soon  after  the  patient  came  back  with  double  pyosalpinx, 
which  were  removed  from  above,  as  we  feared  the  compli- 
cation produced  by  the  former  vaginal  operation. 

In  all  these  cases  except  the  first  it  will  be  seen  that 
it  was  not  necessary  to  remove  the  tube  or  to  tie  any  vessel. 
The  free  opening  of  the  sac,  turning  out  of  the  clot,  and 
packing,  secured  the  desired  result,  and  the  operation  was 
in  all  a  very  simple  and  expeditious  one. 

The  Two  Cases  of  Fibroid  Ovaries, — In  these  the  organs 
were  hard  and  small,  and  consisted  almost  entirely  of  fibroid 
tissue.  They  were  removed  on  account  of  the  great  pain 
the  patient  suflFered. 

The  Perirectal  Abscess  had  originated  in  the  operation 
for  haemorrhoids  by  ligature.  The  pus  had  travelled  up 
between  the  vaginal  and  rectal  walls,  surrounded  the 
rectum  and  passed  into  the  pelvis  beneath  Douglas'  pouch. 
Douglas'  pouch  was  opened  for  diagnostic  purposes,  and 
the  abscess  was  then  opened  outside  the  pelvis.  It  was  a 
puzzling  case,  as  we  did  not  clearly  know  the  history  until 
after  operation.  If  left  alone  it  would  have  probably  opened 
inside  the  pelvis. 

Four  of  the  six  cases  of  pelvic  peritonitis  contained  clear 
fluid,  the  quantity  in  each  varying  from  two  ounces  to  half 
a  pint.  In  two  cases  large  quantities  of  pus  were  found, 
bounded  above  by  a  wall  of  matted  intestines.  The  relief 
in  all  was  immediate.  In  one  the  bowel  was  dark  and 
congested,  and  the  wound  was  packed  down  to  it  with 
misgivings  as  to  the  result.  In  forty-eight  hours  the  symp- 
toms and  fever  had  improved  in  character,  and  on  repacking, 
the  bowel  was  seen  to  be  much  more  natural  in  colour. 
The  subsequent  history  of  the  case  was  uneventful,  and  the 
patient  is  now  quite  well.  An  abdominal  coeliotomy  would 
have  been  very  much  more  complicated  and  could  not  have 
been  done  with  the  same  amount  of  safety. 
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All  pelvic  ovarian  cysts  that  do  not  rise  into  the  abdomen 
should  be  removed  by  vaginal  cceliotomy.  The  whole 
operation  need  not  occupy  more  than  a  few  minutes ;  one 
or  two  snips  are  made  with  scissors,  the  sac  is  exposed, 
aspirated,  drawn  down,  clamped,  the  vagina  packed,  and 
all  is  done.  I  operated  in  twenty-one  of  these  cases,  the 
contents  measuring  from  an  ounce  to  a  pint  of  fluid. 

Dermoid  cysts  of  the  ovary  are  more  difficult,  as  they  da 
not  admit  of  aspiration.  If  too  large  to  come  out  entire 
per  vaginam,  I  prefer  the  abdominal  route. 

The  great  advantage  of  posterior  cceliotomy  is  the  facility 
with  which  the  state  of  the  ovaries,  when  doubtful,  can  be 
ascertained.  They  can  be  drawn  down,  inspected,  and 
returned  without  damage.  In  no  other  way  can  their  exact 
condition  be  determined  so  easily.  I  have  had  many  proofs 
of  the  truth  of  this  statement  in  cases  where  the  patient  has 
been  examined  bimanually  under  chloroform  and  declared 
to  have  nothing  in  the  pelvis,  and  where  by  posterior 
vaginal  cceliotomy  we  have  found  cystic  ovaries  holding 
an  ounce  or  two  of  fluid. 

These  ovaries  are  generally  comparatively  free,  and  elude 
the  firm  bimanual  pressure  that  can  be  exercised  in  a  narco- 
tised patient.  The  best  method  of  detection  is  by  the  finger 
in  a  conscious  patient.  A  light  touch  will  detect  the  presence 
of  enlarged  cystic  ovaries  when  rude  pressure  will  not,  and 
their  extreme  tenderness  is  a  valuable  guide  that  we  cannot 
afford  to  lose. 

I  have  known  great  injustice  inflicted  on  sensible  women 
by  the  diagnosis  of  hysteria  in  these  cases.  In  the  first 
place  we  do  not  know  what  hysteria  is  nor  how  it  is  caused, 
and  when  such  a  diagnosis  is  made  it  frequently  means  that 
we  do  not  know  what  is  the  matter  with  the  patient,  and  we 
sometimes  really  make  the  poor  woman  carry  the  burden  of 
our  ignorance  in  addition  to  her  own  pain.  Several  patients 
of  mine,  who  have  been  cured  of  so-called  hysteria  by 
operations  carried  out  by  posterior  vaginal  cceliotomy,  have 
told  me  the  misery  they  endured  for  years  through  the 
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belief  of  doctors,  husbands,  parents,  relatives,  or  friends 
that  the  pelvic  pain  and  distress  was  purely  hysterical. 
In  these  obstinate  cases,  with  which  our  list  terminates, 
the  ovaries  can  be  inspected  and  (except  in  the  case  of 
abscesses)  the  most  conservative  operations  can  be  per- 
formed with  impunity. 

In  thirteen  cases  one  or  other  ovary  was  so  diseased  that 
it  was  deemed  useless  to  preserve  it,  and  it  was  removed. 
In  two  cases  both  ovaries  were  cystic  and  it  was  considered 
best  to  remove  them. 

In  eight  cases  the  ovaries  had  their  cyst  walls  only 
removed.  This  is  done  by  bringing  the  ovary  into  view  in 
the  hollow  of  the  speculum,  and  with  a  pair  of  scissors 
snipping  a  piece  out  of  the  wall.  The  wall  rarely  bleeds, 
never  to  any  great  extent.  Smaller  cysts  may  be  punctured, 
or  ignipuncture  may  be  used,  but  the  most  certain  way  is 
to  take  a  piece  out  of  the  cyst  wall.    It  cannot  then  refill. 
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BRITISH  GYNECOLOGICAL  SOCIETY. 
Thursday,  June  13,  1901. 
MANSELL  MOULLIN,  M.A.,  M.R.C.P.,  President,  in  the  Chair. 

Exhibition  of  Specimens. 

Mr.  W.  H.  Newnham,  M.A.,  M.B.,  physician-accoucheur 
Bristol  General  Hospital,  showed  a  fibromyoma,  which 
consisted  of  four  distinct  tumours  growing  from  one  base^ 
one  of  the  four  having  become  quite  calcareous  in  parts. 
The  patient,  E.  F.,  aged  40,  first  seen  in  consultation  with 
Dr.  Perrott,  was  suffering  from  a  large  abdominal  tumour 
which  caused  difficulty  in  micturition  and  defaecation. 
She  had  always  had  excessive  haemorrhage  at  the  menstrual 
periods,  but  during  the  last  three  years  this  had  been  accen- 
tuated and  accompanied  by  great  pain.  The  uterine  sound 
passed  only  three  inches,  but  the  tumour  completely  blocked 
the  pelvis.  On  February  21, 190 1,  the  abdomen  was  opened 
and  the  tumour  removed  by  intra-peritoneal  hysterectomy. 
Both  ovaries  were  left  behind,  and  the  uterine  arteries  were 
not  secured  until  the  tumour  had  been  removed.  There 
was  no  haemorrhage.  The  patient  recovered  without  a 
single  bad  symptom,  and  left  the  Bristol  General  Hospital 
on  March  18,  1901,  or  twenty-five  days  after  the  operation. 
At  the  present  date  she  is  in  perfect  health. 

Mr.  Skene  Keith  (London)  showed  five  specimens  of 
uterine  fibroid,  three  of  which  illustrated  in  a  striking 
manner  the  variable  rapidity  with  which  these  tumours 
grew. 

The  first  specimen  consisted  of  typical  subperitoneal ^ 
intramural,  and  submucous  growths,  removed  from  a 
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patient,  aged  28.  Pain,  fever,  and  haemorrhage  had  neces- 
sitated confinement  to  bed  during  the  six  weeks  preceding 
the  operation.  Four  months  prior  to  the  removal  Mr. 
Skene  Keith  had  performed  perineorrhaphy,  and  at  that 
time  there  were  no  irregularities  on  the  surface  of  the 
uterus,  which  he  palpated  without  difficulty,  and  which 
appeared,  from  its  size  and  consistency,  to  be  subinvoluted 
only.  The  second  specimen,  removed  from  a  patient 
aged  34,  had  been  discovered  at  the  last  confinement 
four  years  before  the  operation.  The  tumour  which 
constituted  the  third  specimen  weighed  eight  pounds.  It 
had  been  removed  from  a  woman  aged  28,  and,  although 
probably  of  only  two  years"  duration,  was  far  larger  than 
the  previous  specimen.  Interest  attached  to  the  fourth 
specimen  because  the  patient  had  three  years  previously 
derived  marked,  though  temporary,  benefit  from  treatment 
by  Apostoli's  method.  Failure  to  obtain  permanent  relief 
from  electrical  treatment  was  explained  by  the  submucous 
position  of  the  tumour.  The  tumour  in  the  fifth  specimen, 
removed  from  a  patient  aged  45,  was  of  a  fibrocystic 
nature.  The  body  of  the  uterus,  which  was  shown,  con- 
tained two  polypi.  The  weight  of  the  growth  was  fourteen 
pounds.  Commenting  upon  the  exhibition  of  such  speci- 
mens by  an  advocate  of  Apostoli's  treatment,  he  said  that 
the  conditions  had  materially  altered  since  he  visited  Paris 
to  see  Apostoli  in  1887.  At  that  time  the  published  results 
in  hysterectomy  showed  a  mortality  of  over  30  per  cent, 
or  one  death  in  three,  and  though  his  father  lost  only 
one  patient  in  twelve,  even  with  this  lower  mortality  it 
was  not  considered  justifiable  to  advise  operation  unless  the 
patients  were  seriously  ill.  The  mortality  to-day  was  less 
than  5  per  cent. ;  though  in  some  instances  this  figure  was 
exceeded,  e.g.j  at  the  Samaritan  Hospital,  where  for  the 
last  two  years  there  was  a  mortality  of  io-6  per  cent.  At 
the  same  hospital,  however,  the  death-rate  after  ovariotomy 
for  the  same  two  years  was  i6*6  per  cent.,  and  in  the  year 
1899  reached  19*6  per  cent. 
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Mr.  Chas.  Ryall,  F.R.C.S.,  showed  a  specimen  of 
"single  soft  Myoma  Uteri,"  which  he  had  removed  by 
abdominal  hysterectomy.  The  case  was  of  interest  as  illus- 
trating Dr.  Snow's  paper. 

D.  F.,  surgical  nurse,  aged  37,  admitted  into  the  Cancer 
Hospital  suffering  from  a  rapidly  enlarging  tumour  of  the 
abdomen.  She  had  first  noticed  the  abdominal  swelling 
seven  months  ago,  and  the  abdomen  had  since  steadily 
enlarged,  though  there  had  been  no  pain  until  quite 
recently,  and  then  only  a  slight  dragging  pain  in  the 
right  inguinal  region.  The  menstrual  periods  had  become 
more  profuse,  lasting  seven  or  eight  days,  and  occurring 
every  three  weeks.  There  had  been  marked  loss  of  flesh 
and  strength,  but  no  great  anaemia. 

On  examination, — A  large,  smooth  and  solid  tumour  con- 
nected with  the  uterus  was  found  rising  out  of  the  i>elvis. 
Bimanual  examination  showed  a  large  mass  projecting  into 
the  pouch  of  Douglas,  and  the  tumour  was  found  to  have 
little  mobility.  A  soft  single  myoma  was  diagnosed,  and 
hysterectomy  was  recommended  because  of  its  rapid 
growth. 

operation^  January  29. — ^The  abdomen  was  opened  in 
the  middle  line,  and  the  uterus  and  tumour  were  drawn  out 
of  the  wound  with  the  aid  of  a  myoma  screw.  After 
securing  the  broad  ligaments  the  uterus  was  amputated 
about  the  level  of  the  os  internum,  the  peritoneum  was 
sewn  over  the  cervical  stump,  and  the  abdominal  wall 
sutured  in  three  layers.  The  tumour  was  a  soft  single 
myoma  of  the  submucous  variety,  and  occupied  the  pos- 
terior uterine  wall.  The  uterine  cavity  was  considerably 
enlarged,  and  the  sound  could  be  passed  for  six  inches. 
The  patient  made  an  uneventful  and  uninterrupted  re- 
covery. 
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A  Case  of  Ectopic  Gestation  with  Septic  Infection 
OF  THE  Gestation  Sac.  By  H.  Macnaughton-Jones, 
M.D.,  M.A.O.,  F.R.C.S.  Irel.  and  Edin. 

A  patient,  aged  30,  \Vas  seen  by  nnie  in  consultation  with 
Dr.  Alexander  McDonnell,  of  Stamford  Hill,  towards  the 
end  of  March,  190 1.  She  had  been  married  nine  years, 
her  only  pregnancy  being  one  at  the  close  of  the  first  year. 
The  periods  had  been  normal  and  regular  up  to  Novem- 
ber 24,  1900.  On  different  occasions  she  had  been  treated 
for  retroversion  and  prolapse  of  the  uterus.  On  December  10, 
190O1  she  was  attacked  with  violent  abdominal  pain,  which 
passed  oflF,  but  recurred  on  January  10, 1901.  The  catamenia 
appeared  on  January  24.  On  the  29th  there  was  a  recur- 
rence of  the  severe  pain,  which  lasted  for  three  days, 
when  she  passed  from  the  vagina  what  she  described  as 
"a  yellowish  pink-substance  somewhat  like  the  roe  of  a 
mackerel."  She  remained  in  bed  for  a  fortnight,  and  on 
February  10  was  able  to  go  out  of  doors.  On  the  25th  she 
was  attacked  with  severe  haemorrhage,  and  again  she  passed 
portions  of  the  same  substance  as  before.  Haemorrhage 
and  pain  ceased  until  March  11,  when  the  former  again 
recurred.  On  examination  I  found  a  fairly  large  tumour 
behind  the  uterus  and  associated  with  it,  the  uterine  cavity 
being  some  two  and  three-quarter  inches  in  length.  Believ- 
ing, with  Dr.  McDonnell,  the  case  to  be  one  of  ectopic 
gestation,  and  having  regard  to  the  size  of  the  mass  and  the 
presence  of  adhesions,  abdominal  coeliotomy  was  deter- 
mined upon,  and  the  operation  was  performed  on  April  i. 
The  adhesions  were  separated  with  but  little  trouble,  but  in 
the  delivery  of  the  sac  through  the  enlarged  abdominal 
incision  a  portion  of  the  thin  wall  ruptured  and  some 
extremely  foetid  fluid  escaped,  creating  at  the  time  quite 
a  stench.  The  pelvic  cavity  was  repeatedly  cleansed  with 
weak  foimalin  solution,  and  as  the  bowel  was  well  protected 
from  the  sac,  the  only  parts  really  affected,  and  these 
unavoidably,  were  the  margins  of  the  wound.  These  latter 
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were  well  wiped  with  i  in  1000  of  formalin  before  being 
closed,  and  an  iodoform  gauze  drain  was  left  in.  There  was 
nothing  unusual  in  the  course  of  the  case  for  forty-eight 
hours,  when  the  temperature  rose  to  over  loo"*  F.,  and  the 
patient  commenced  to  vomit.  This,  however,  was  con- 
trolled by  an  effervescing  mixture.  Sulphate  of  magnesia 
and  calomel  were  given,  both  being  retained,  but  without 
any  result.  Still,  the  temperature  did  not  again  reach  loo*", 
nor  did  the  pulse  exceed  96  up  to  the  fourth  day.  In  the 
afternoon  of  that  day,  as  the  abdomen  was  distended  and 
there  was  no  result  from  enemata,  while  the  vomiting  recurred 
and  the  countenance  did  not  improve,  the  pulse  reaching 
no,  I  determined  to  re-open  the  abdomen.  On  doing  so 
I  found  the  atonic  bowel  to  be  considerably  distended,  but 
could  not  detect  any  kink  or  cause  for  obstruction.  The 
pelvic  cavity  was  quite  free  from  any  fiuid  and  there  was  no 
evidence  of  any  peritonitis  or  of  infection  of  the  peritoneum, 
but  the  margins  of  the  abdominal  wound  showed  a  dense 
slough  for  its  entire  extent.  There  had  been  no  indication 
of  this  from  the  appearance  of  the  incision.  The  patient 
had  complained  of  little  or  no  pain  from  the  time  of  the 
operation.  The  slough  at  either  side  was  cleared  off  as  far 
as  possible  and  a  drainage  tube  was  inserted.  As  I  had 
to  leave  home  the  same  night  Mr.  Targett  kindly  took 
charge  of  the  case  for  me.  The  temperature  fell  the  next 
day  to  normal,  but  again  it  rose  to  100**  in  the  evening,  the 
pulse  becoming  more  rapid  (from  120  to  140)  with  a  return 
of  the  vomiting.  Despite  every  means  employed  to  combat 
the  sickness  and  maintain  her  strength,  including  enemata^ 
saline  injections,  washing  out  of  the  stomach,  &c.,  death 
occurred  on  the  seventh  day  after  operation. 

In  this  case  the  temperature  never  exceeded  loo-a"*  F., 
and  there  was  an  absence  of  the  usual  symptoms  of  general 
peritonitis.  Mr.  Targett  reported  of  the  specimen  that  it 
consisted  of  the  right  uterine  appendages  and  a  gestation 
sac,  the  latter  being  inclosed  within  the  outer  end  of  a 
dilated  Fallopian  tube  : — 


Gestation  sac  with  foetus ;  the  upper  cavity  shown  in  the  drawing 
is  that  in  which  the  septic  fluid  was  contained. 
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"  On  section  the  wall  of  the  gestation  sac  was  found  to  be 
infiltrated  with  blood-clot  and  fibrin,  as  in  a  tubal  mole. 
Where  suppuration  has  occurred  the  placental  tissue  is 
separated  from  the  inflamed  tube  by  pus,  and  chorionic  villi 
are  in  actual  contact  with  the  inflammatory  products.  The 
mucous  membrane  of  the  tube  is  destroyed  and  replaced  by 
granulation  tissue.  The  tumour  is  roughly  spherical  in 
shape  and  measures  8x7x6  centimetres  (3^  x  2}  x  2^ 
inches)  in  its  chief  diameters  after  fixation  in  formalin.  A 
portion  of  the  posterior  wall  of  the  mass  has  been  removed 
and  reveals  two  cavities.  The  larger  of  these  is  the  gestation 
sac  containing  a  foetus,  while  the  smaller  is  a  space  formed 
between  the  gestation  sac  and  the  wall  of  the  dilated 
Fallopian  tube.  In  the  recent  state  this  latter  space  was 
filled  with  very  offensive  pus.  Flattened  out  on  the  half  of 
the  tumour  nearest  to  the  uterus  is  the  right  ovary.  The 
characters  of  the  gestation  sac  are  precisely  those  of  an 
apoplectic  or  blighted  ovum.  It  measures  about  five  centi- 
metres in  its  chief  diameter,  and  its  wall  is  composed  largely 
of  blood-clot  in  various  stages  of  consolidation.  The 
interior  is  lined  with  amnion  which  is  unevenly  raised  by 
haemorrhages  beneath  it.  A  foetus  measuring  275  centi- 
metres is  attached  to  the  wall  of  the  sac  by  an  oedematous 
umbilical  cord  175  centimetres  in  length,  corresponding 
with  the  stage  of  development  at  the  end  of  the  second  month. 
The  suppurating  cavity,  semilunar  in  shape,  represents  that 
part  of  the  dilated  ampulla  of  the  tube  not  occupied  by 
the  gestation  sac."  From  this  relation  it  would  appear  that 
the  tubal  gestation  had  ended  in  a  molar  pregnancy  or 
apoplectic  ovum,  and  that  secondary  suppuration  had  been 
set  up  within  the  dilated  tube  and  around  the  ovum. 
Consequently  the  pus  had  collected  in  that  internal  cavity 
which  always  surrounds  a  tubal  mole  owing  to  the  ovum 
being  adherent  at  only  one  spot  upon  the  wall  of  the  dilated 
tube. 

It  would  seem  that  the  source  of  infection  must  have 
been  through  the  adherent  bowel.   The  patient  having 
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suffered  from  retroversion  of  the  uterus,  the  early  symptoms 
might  naturally  lead  to  the  impression  that  it  was  an  enlarged 
retroverted  and  gravid  uterus,  and  tend  to  make  the  diagnosis 
less  certain.  From  the  size  of  the  tumour  and  the  impres- 
sion which  it  conveyed  of  fixation  by  adhesions  I  deter- 
mined on  the  abdominal  operation,  though,  as  events 
proved,  considering  the  nature  of  the  sac,  the  vaginal  one 
would  have  been  the  safest  one  for  the  patient.  Had  I  a 
similar  case  again,  with  rupture  of  a  foetid  sac,  having  pro- 
tected the  bowel  I  should  first  char  the  margins  of  the 
abdominal  wound  with  the  thermo-cautery,  and  then  at 
some  distance  from  the  charred  surfaces  make  a  new  incision 
at  either  side  before  closing  the  wound.  Not  long  since  1 
opened  the  abdomen  for  a  large  and  very  foetid  subperitoneal 
abscess  which  had  penetrated  the  peritoneum.  Having 
evacuated  the  pus  and  thoroughly  cleansed  out  the  abdo- 
minal cavity  with  formalin,  disinfecting  the  edges  of  the 
wound,  which  were  covered  by  a  foul  and  deep  slough, 
I  removed  this  at  either  side  before  bringing  the  edges 
together  and  drained.  Contrary  to  my  expectation  the 
patient  made  an  excellent  recovery. 

The  President  said  that  when  an  extrauterine  foetus 
had  become  putrescent,  or  any  extravasated  blood  had  be- 
come septic,  the  operation  described  by  Dr.  Macnaughton- 
Jones  was  almost  invariably  fatal.  If  the  septic  condition 
were  recognised  before  operation  the  vaginal  route  should 
be  adopted,  and  the  patient's  life  would  then  probably  be 
saved.  In  the  absence  of  evidence  of  sepsis  the  operator 
naturally  selected  the  abdominal  route. 

Dr.  Heywood  Smith  (London)  asked  if  there  were  any 
indications,  before  operation,  that  suppuration  was  present, 
and  further,  whether  it  might  not  be  feasible  to  obviate 
putrescence  by  employing  abdominal  injections. 

Mr.  FuRNEAUX  Jordan  said  that  no  doubt,  as  Dr.  Mac- 
naughton-Jones  had  suggested,  the  adhesion  of  the  sac  wall 
to  the  bowel  and  its  becoming  thin  at  that  particular  point, 
accounted  for  the  infection  of  its  contents.   An  interesting 


Adjourned  Discussion  on  Vaginal  Cceliotomy  149 


point,  exemplified  by  this  specimen,  was  that  such  a  con- 
dition might  remain  quiescent  for  two  or  three  months  or 
longer.  The  foetus  had  evidently  been  discharged  when  the 
patient  had  the  first  attack  of  pain  and  haemorrhage.  Mr. 
Furneaux  Jordan  then  described  the  following  case,  in  which 
the  history  was  very  similar  to  that  of  Dr.  Macnaughton- 
Jones'  patient.  A  lady  was  twice  curetted  in  America  for 
supposed  retention  of  the  placenta  after  abortion.  She  then 
gradually  improved,  and  menstruated  regularly  for  two  years, 
when  intense  pain  set  in  in  the  abdomen.  About  ten  days 
after  its  onset  the  abdomen  became  enormously  distended, 
and  the  patient  was  found  to  have  a  high  temperature.  The 
swelling  reached  well  above  the  umbilicus,  and  extended  a 
little  way  into  the  pelvis,  not,  however,  into  Douglas'  pouch. 
On  opening  the  abdomen  Mr.  Furneaux  Jordan  found  a  sac 
embedded  in  adherent  bowel  and  omentum.  On  separating 
the  adhesions  two  pints  of  very  foetid  pus  escaped  and  a 
macerated  foetus,  which  corresponded  in  size  to  the  duration 
of  pregnancy  prior  to  the  abortion  already  referred  to  as 
having  taken  place  in  America.  The  patient,  who  was  for 
some  time  in  a  very  critical  condition,  ultimately  recovered. 

Adjourned  discussion  on  Dr.  Alexander's  paper  on 
Posterior  Vaginal  Cceliotomy  in  Operations  for 
Pelvic  Diseases. 

Dr.  Hodgson,  in  comparing  the  abdominal  and  vaginal 
routes  for  operation,  questioned  the  possibility  of  render- 
ing the  vagina  permanently  aseptic.  It  might  be  rendered 
temporarily  so,  but  was  liable  to  become  subsequently 
infected  from  the  rectum,  or  by  discharges  from  the  uterine 
cavity,  (i)  He  doubted  the  possibility  of  distinguishing  a 
portion  of  adherent  ileum  from  mesentery,  by  touch  alone, 
with  sufficient  certainty  to  give  one  the  courage  to  detach 
in  the  dark  that  which  might  be  ileum.  (2)  Referring  to 
Eh".  Aleicander's  statement  that  it  was  rarely  necessary  to 
employ  sutures  to  close  the  vaginal  wound,  Dr.  Hodgson 
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said  he  thought  that  they  should  at  least  be  employed  to 
keep  the  edges  of  the  peritoneal  opening  accurately  together. 
In  the  majority  of  vaginal  operations  the  operator  was 
working  in  comparative  darkness  ;  and,  subsequently,  adhe- 
sions were  much  more  likely  to  occur.  These  considerations 
lead  him  to  believe  that  the  abdominal  route  should  be  that 
of  selection. 

Mr.  FURNEAUX  Jordan  (Birmingham)  said  that  Dr. 
Alexander's  paper  was  of  peculiar  interest  to  him,  as  he 
had  long  advocated  the  adoption  of  the  vaginal  route  in 
suitable  cases.  He  did  not  regard  the  question  as  one 
of  operation  per  vaginam  versus  operation  per  abdomen. 
Removal  by  the  vagina  was  to  be  regarded  as  an  additional 
method  of  treating  disease  which,  in  certain  cases,  was 
devoid  of  many  of  the  dangers  attending  removal  by  the 
abdomen.  It  was  not  possible  to  lay  down  hard  and  fast 
rules.  The  route  adopted  should  be  determined  by  such 
considerations  as  the  relative  sizes  of  the  tumour,  the  pelvis, 
and  the  vaginal  canal,  the  nature  of  the  disease,  and  the 
condition  of  the  abdominal  walls.  He  approved  of  the 
use  of  the  clamp  to  secure  the  pedicle  of  a  cyst  or  a 
Fallopian  tube,  and  had  never  seen  harm  result  from  its 
employment.  He  had  in  one  case  of  acute  suppurative 
peritonitis,  in  which  there  was  such  distension  of  the 
abdomen  that  breathing  was  seriously  hampered,  made  an 
incision  into  Douglas'  pouch  without  the  administration  of 
an  anaesthetic.  Three  pints  of  pus  escaped,  but  the  woman, 
who  was  dying  at  the  time,  lived  only  a  few  hours  after- 
wards. With  the  exception  of  this  case,  which  was  only 
technically  a  vaginal  coeliotomy,  though  he  had  performed 
this  operation  over  sixty  times,  not  only  had  he  no  deaths 
but  he  had  never  seen  trouble  follow.  The  patients  were 
able  both  to  get  up  and  to  resume  work  earlier  than  were 
those  in  whom  an  abdominal  incision  had  been  made,  and 
did  not  have  to  wear  a  belt.  These  were  considerations 
of  importance  to  poor  women.  Lastly,  the  absence  of  an 
abdominal  scar  was  an  advantage  should  the  patients  subse- 
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quently  become  pregnant.  The  vagina  could  be  rendered 
aseptic  to  the  same  degree  and  as  easily  as  the  abdominal 
wall^  an  opinion  substantiated  by  the  results  obtained  when 
the  vagina  was  availed  of  for  the  removal  of  disease.  Those 
who  denied  the  possibility  of  rendering  it  aseptic  should 
bring  forward  or  quote  cases  in  support  of  their  contention. 
If  those  opposed  on  theoretical  grounds  to  removal  of 
disease  by  the  vagina  would  give  the  method  a  trial  they 
would  be  convinced  of  its  value. 

Dr.  Macnaughton-Jones  said  that  the  first  point  in 
selection  of  the  route  was  the  diagnosis.  There  must  ever 
be  a  proportion  of  cases  which  could  only  be  operated 
upon  by  abdominal  coeliotomy,  and  others  in  which  on 
every  ground  preference  should  be  given  to  the  vaginal 
route.  The  indications  for  and  against  one  or  the  other 
had  been  times  out  of  number  discussed  ad  nauseam. 
Given  a  case  suitable  for  operation  by  vaginal  coeliotomy, 
whether  we  looked  to  the  facility  of  operation,  the  risks 
and  prevention  of  post-operative  consequences,  or  to  the 
possibility  of  obtaining  ready  drainage  when  required,  it 
certainly  was  the  method  for  selection.  This  fact,  how- 
ever, in  no  way  touched  the  advantages  claimed  for,  and 
which  were  indisputably  appertaining  to,  the  Trendelen- 
burg method  in  the  greater  control  of  parts,  certainty  in 
technique,  and  exposure  of  the  operative  field.  He  pre- 
ferred ligatures  to  clamps  in  the  vaginal  operation. 

Dr.  Alexander,  in  reply,  said  that  he  did  not  think 
proximity  to  the  rectum  a  valid  objection  against  vaginal 
coeliotomy.  The  field  of  operation  was  as  close  to  the 
rectum  in  abdominal  coeliotomy  as  in  vaginal ;  in  fact,  it 
occupied  the  same  place.  The  vulsellum  forceps  effectually 
closed  the  os  uteri,  and  provided  against  infection  from  that 
source  during  the  operation.  After  the  operation  the  vagina 
was  packed  with  antiseptic  gauze,  which  not  only  kept  it 
sweet  but  drained  away  any  discharge  as  it  was  formed. 
As  to  dealing  with  adhesions,  they  were  as  a  general  rule 
easily  separated  by  the  finger,  and  it  was  generally  possible, 
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by  manipulating  the  speculum,  to  actually  inspect  the  field 
of  operation,  so  that  we  were  really  not  working  any  more 
in  the  dark  than  in  abdominal  cceliotomy.  Stitches  were 
not  necessary.  The  wound  was  closed  effectually  by  the 
falling  back  of  the  uterus  and  the  bladder,  and  the  edges 
came  together  so  accurately  that  there  was  no  overlapping. 
Dr.  Alexander  was  glad  to  hear  that  Dr.  Jordan  agreed  with 
him  as  to  the  use  of  clamps  instead  of  ligatures.  The  tissues 
to  be  dealt  with  were  generally  so  soft  that  it  was  impossible 
to  catch  them  and  pull  them  down  by  forceps  without  run- 
ning the  risk  of  tearing  them  away  from  their  attachments^ 
whereas  the  clamps  could  be  applied  without  any  such 
disturbance,  and  the  prevention  of  haemorrhage  was  certain. 
He  did  not  agree  with  Dr.  Macnaugh ton-Jones  as  to  the 
ease  with  which  a  bleeding  vessel  could  be  found  in  these 
operations.  The  bleeding  point  in  vaginal  cceliotomy  lies 
high  up  at  one  of  the  extremities  of  the  broad  ligament 
and  probably  could  not  be  reached  and  tied  without  opening 
the  abdomen.  It  was  therefore  absolutely  necessary  that  all 
possibility  of  haemorrhage  should  be  prevented  at  the  time 
of  the  operation,  and  this  was  done  most  eflFectually  by 
clamps.  In  vaginal  cceliotomy  the  possibility  of  hernia  was 
completely  avoided,  and  although  the  present  method  of  per- 
forming abdominal  cceliotomy  guards  more  effectually  than 
the  older  methods  against  its  occurrence,  still  the  possibility 
of  hernia  was  always  present,  and  in  all  probability  took 
place  much  more  frequently  than  surgeons  admitted.  He 
noticed  that  it  was  always  the  most  recent  method  of 
operating  that  was  supposed  to  prevent  hernia.  The  truth 
really  was  that  all  methods  failed,  and  that  a  considerable 
amount  of  time  was  required  to  show  whether  hernia  w*ould 
occur  or  not.  In  sloughing  ectopic  gestation  such  as  the  case 
Dr.  Macnaughton-Jones  had  read,  the  vaginal  route  would 
certainly  have  been  much  safer,  and  although  the  sac  could 
not  have  been  removed  by  that  route,  still  the  dangerous 
contents  of  the  sac  could  first  have  been  drained  with  safety, 
and  then  the  shrunken  tumour  could  have  been  removed  by 
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the  abdominal  route.  In  fact,  this  was  the  course  adopted 
in  a  similar  case  described  by  Dr.  Alexander  in  his  paper. 

The  Soft  (Edematous  Myoma  (Monoma)  of  Lawson 
Tait.  By  Herbert  Snow,  M.D.Lond.,  &c.,  Senior 
Acting-Surgeon,  Cancer  Hospital,  Brompton. 

I  hardly  think  any  one  will  dispute  the  claim  of  our 
former  President,  the  late  Mr.  Lawson  Tait,  whatever  may 
have  been  his  personal  defects,  to  be  regarded  as  the  most 
original  and  brilliant  gynaecologist  of  modern  times.  One 
of  his  most  important  contributions  to  that  science  seems 
to  me  to  be  in  some  risk  of  falling  into  oblivion ;  at  least, 
I  do  not  remember  any  allusion  to  the  point  since  the 
publication  of  his  work.  And  although  the  case  I  have 
to  report  was  unfortunately  not  successful,  I  feel  sure  that, 
apart  from  its  own  intrinsic  interest,  the  Society  will  approve 
of  anything  tending  to  rescue  a  question  of  much  practical 
significance  from  unmerited  neglect. 

It  will  be  remembered  that  Lawson  Tait's  experience  led 
him  to  distinguish,  and  to  insist  strongly  on,  the  clinical 
difference  between  two  species  of  uterine  myoma.  He  laid 
down  two  fundamental  distinctions  to  begin  with.  The 
common  prevalent  fibroid  tumour  is  generally  multiple 
when  first  encountered ;  and,  if  not,  speedily  so  becomes 
as  time  advances.  The  rarer,  the  "soft  oedematous 
myoma,"  is  invariably  a  solitary  tumour,  and  remains 
single  to  the  end.  In  the  second  place,  while  the  former 
may  never  attain  any  considerable  size,  and  may  even 
diminish  in  bulk  after  the  menopause,  the  latter  always 
steadily  continues  to  increase  until  the  patient  is  "released 
by  art,  or  removed  by  death."  That  is  to  say,  in  other 
words,  while  the  common  myoma  is  a  benign  new  growth, 
the  rarer  "  soft  oedematous  myoma  "  is  one  truly  malignant. 

Then  Lawson  Tait  further  drew  certain  minor  distinc- 
tions, into  which  I  am  not  sure  we  can  unreservedly  follow 
him.    Thus  he  stated  that  removal  of  the  appendages 
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promptly  terminated  the  growth  and  the  attendant  menor- 
rhagia  of  the  common  myoma,  while  that  operation  had  no 
effect  on  the  rarer  variety.  The  former  arises  only  during 
the  menstrual  epoch ;  the  latter  prefers  the  old,  though,  as  in 
my  own  case,  it  may  begin  earlier.  The  ordinary  myoma 
tends  to  diminish  in  bulk  after  the  climacteric ;  the  latter 
is  wholly  unaffected  by  this.  The  former  often  involves 
menorrhagia  ;  the  latter  is  rarely  attended  by  undue  loss  of 
blood  per  vaginam,  and  has  no  influence  whatever  on  the 
menses. 

One  of  Mr.  Tait's  cases  ultimately  involved  a  livid 
protrusion  through  the  umbilical  aperture.  I  had  an 
opportunity  of  examining  microscopic  sections  from  two 
others.  One  showed  only  non-striated  muscle-fibre  ;  the 
other  the  abundant  nuclei  and  small  spindle-cells  which 
denote  a  myosarcoma.  In  such  matters,  as  I  have  often 
insisted,  the  clinical  evidence  of  malignancy  is  far  more 
trustworthy  than  the  report  of  a  microscopist  who  has  never 
seen  the  case.  The  malignant  process  is  commonly  limited 
to  certain  areas,  which  may  not  be  included  when  a  thin 
section  is  cut  for  the  microscope,  or  may  escape  notice 
even  when  present  therein. 

The  following  is  a  brief  note  of  the  case  in  question  : — 

Lucy  J.,  aged  47,  married,  but  for  several  years  separated 
from  husband,  was  admitted  into  the  Cancer  Hospital, 
November  27,  1900.  She  had  previously,  in  1895,  under- 
gone an  operation  there  for  cystic  degeneration  of  the 
mamma.  Since  then  there  had  been  menorrhagia.  There 
had  been  one  child  born  at  full  term,  one  miscarriage, 
one  premature  birth.  Had  noticed  enlargement  of  the 
abdomen  one  year.  Had  lost  much  weight  in  the  past 
eight  months,  though  still  stout  and  rather  flabby-looking. 
At  the  menstrual  periods  there  was  much  pain,  but  that  had 
always  been  the  case.  The  loss,  however,  was  "  like  that  of 
a  confinement." 

The  abdomen  was  found  distended  by  a  central,  round, 
mobile  mass,  exhibiting  ill-defined  fluctuation  like  that  of  a 


Snow  on  Soft  (Edematous  Myoma 


155 


tense  cyst.  A  consultation  of  the  stafif  was  held  according 
to  rule,  and  while  the  majority  regarded  the  tumour  as  solid, 
the  possibility  of  a  thick-walled  ovarian  cyst  was  admitted. 

Abdominal  hysterectomy,  after  Dr.  Heywood  Smith's 
method,  was  performed  on  November  30.  The  divided 
cervix  proved  exceptionally  vascular.  On  the  following 
day  all  was  well,  as  the  temperature  chart  sufficiently  indi- 
cates. There  was  no  vomiting,  and  not  even  a  headache. 
And  here  I  cannot  forbear  quoting  the  astute  remark  subse- 
quently made  to  me  by  the  excellent  nurse  in  charge  of  the 
case,  that  "she  was  always  better  pleased  when  they  vomited 
well  after  an  abdominal  operation,  for  otherwise  it  seemed 
as  though  they  had  to  get  rid  of  the  bile  afterwards,  and 
were  thus  thrown  back." 

On  the  morning  of  the  second  day  an  enema  of  glycerine 
and  peppermint  water  was  given  according  to  my  invariable 
rule,  and  the  bowels  acted  freely. 

On  the  afternoon  of  the  3rd,  going  into  the  ward,  I 
found  that  the  abdomen  was  distended  and  that  the  patient 
was  vomiting.  Another  enema  was  immediately  ordered. 
The  bowels  acted,  the  patient  passed  flatus,  and  felt  much 
relieved. 

At  about  4  o'clock  on  the  following  morning,  however, 
she  again  began  to  vomit,  and  this  time  the  ejecta  were 
faecal.  I  was  sent  for  at  eight.  Another  enema  was  ad* 
ministered,  and  preparations  were  made  for  re-opening  the 
abdomen.  The  patient,  however,  sank  rapidly,  and  died  at 
12.30. 

At  the  autopsy  enormous  distension  of  the  stomach  and 
intestines  was  found,  with  two  perforations  of  the  ileum 
about  ten  inches  above  the  ilio-caecal  valve.  The  peri- 
toneum was  perfectly  healthy,  and  all  the  surgical  conditions 
in  every  way  satisfactory.  No  adhesion,  kink,  or  other 
source  of  obstruction  could  be  detected.  There  were  three 
inches  of  fat  on  the  abdominal  wall ;  a  condition  pointing, 
I  think,  to  rather  free  indulgence  in  alcohol,  which  I  regard 
as  militating  strongly  against  recovery  in  such  cases. 
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It  must  surely  be  an  almost  unique  event  for  a  not  aged 
woman  to  go  on  for  several  days  after  a  coeliotomy,  having 
her  bowels  well  moved  more  than  once,  and  then  to  collapse 
suddenly  from  intestinal  distension  and  rupture,  without  any 
mechanical  source  of  obstruction  whatever. 

The  microscopic  section  exhibited  shows,  over  almost  the 
whole  area,  the  organic  muscle-fibre  of  an  ordinary  myoma. 
A  very  minute  region,  however,  displays  the  heaped-up  leuco- 
cytes and  abundant  cell-proliferation  denoting  a  cancerous 
degeneration. 

Apart  from  the  very  unexpected  and  peculiar  ending,  1 
should  direct  the  Society's  attention  to  the  following  points  : 

(i)  The  existence  of  this  progressive  and  malignant 
growth,  for  which  I  venture  to  propose  the  new  term 
"  monoma." 

(2)  The  importance  of  differentiating  it  from  the  com- 
paratively harmless  myoma,  by  this  or  some  other  distinctive 
word.  For  here  there  can  be  no  question  of  tentative 
measures  or  of  delay.  The  disease  is  malignant,  and  once 
recognised  should  be  immediately  removed. 

(3)  The  important  question  of  diagnosis,  hitherto 
neglected,  and  as  yet  unsettled.  The  presence  or  absence 
of  vaginal  haemorrhage,  as  insisted  on  by  Lawson  Tait,  is 
untrustworthy.  With  that  event  alcoholic  habits  have 
much  to  do.    Age  also  is  an  uncertain  factor. 

If  we  encounter  a  solitary,  rounded,  doughy^  central 
uterine  tumour  which  is  growing  rapidly  while  the  patient 
is  losing  weight,  if  we  find  an  indistinct  fluctuation,  so  that 
we  doubt  whether  it  is  not  an  ovarian  cyst  we  are  dealing 
with,  and  if  there  has  been  much  recent  trouble  and 
anxiety,  then  I  hold  we  are  justified  in  diagnosing  a  monoma 
and  in  advising  prompt  excision. 

To  the  naked  eye  the  tumour  will,  after  removal,  present 
a  superficial  resemblance  to  the  common  benign  form.  But 
its  solitary  condition,  if  any  size  has  been  reached ;  the 
division  of  the  cut  surface  into  lobules,  between  which  are 
connective-tissue  trabeculae  infiltrated  with  serum  ;  the 
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presence  of  soft  areas,  into  which  one  can  easily  push  one's 
finger,  contrasted  with  the  hard  dense  lobes  of  ordinary 
myoma  tissue,  sufficiently  differentiate  it. 

Under  the  microscope  the  malignant  portions  will  show 
very  numerous  leucocytes,  with  cancerous  proliferation  of 
the  muscle  nuclei ;  while  the  non-malignant  will  display 
only  the  phonemena  of  well  organised  muscle.  But  here 
special  supervision  must  be  exercised  over  the  proceedings 
of  tlie  pathologist.  Otherwise  the  section  will  probably  be 
taken  from  the  tough,  well  organised  areas,  while  the  softer 
and  more  vascular,  upon  which  the  accuracy  of  his  report 
will  mainly  depend,  are  prone  to  escape.  I  fancy  the  thin 
section  here  exhibited,  and  over  the  cutting  whereof  no  such 
supervision  took  place,  will  exemplify  the  error  which  might 
so  readily  arise  ;  for  you  see  only  a  very  minute  portion  of 
malignant  tissue  at  one  edge  of  the  section,  its  bulk  being 
composed  of  well-organised  muscle  fibre. 
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ORIGINAL  COMMUNICATIONS. 

A  Case  of  Puerperal  SEPTiCiEMiA,  PViEMiA,  and 
Insanity. 

By  F.  Percy  Elliott,  M.B.,  C.M.Aberdeen., 

Medical  Officer  to  the  Walthamstow  Dispensary, 

The  following  case  is  of  considerable  interest,  as  the 
infection  seems  to  have  been  due  to  the  use  of  an  aseptic 
vaginal  douche  on  the  thirteenth  day  after  delivery,  and  the 
patient  was  treated  with  antistreptococcic  serum,  and  re- 
covered after  death  appeared  to  be  inevitable. 

Mis.  H.,  aged  27,  after  her  first  confinement,  six  years  ago,  suffered 
ftom  sabiovolution  and  prolapse  of  the  uterus,  and  was  unable  to  suckle 
her  child  owing  to  mastitis.  Two  years  ago  she  was  delivered  at  term 
of  her  second  child,  stillborn.  She  was  then,  on  account  of  her  previous 
trooble,  kept  in  bed  for  a  fortnight,  and  vaginal  douching  was  begun 
during  the  second  week,  and  continued  for  several  weeks  afterwards. 
The  injections  at  first  caused  her  to  complain  of  pain,  but  she  was 
extremely  neurotic  and  averse  to  being  douched,  and  as  no  elevation  of 
temperature  or  septic  symptoms  supervened,  the  injections  were  con- 
tinued; she  made  an  excellent  recovery,  and  the  uterus  regained  its 
Doraial  condition  in  a  few  months. 

On  January  14  of  this  year  she  was  delivered,  after  a  natural  labour 
of  seven  hours,  of  a  full-term  living  child,  the  head  presenting  in  the  first 
position.  The  after-birth  was  expelled  naturally,  and  on  being  carefully 
examined  appeared  to  be  complete  ;  the  uterus  was  thoroughly  emptied 
of  dots,  and  satisfactory  contraction  and  retraction  secured.  The  labour 
was  in  every  sense  normal. 

Up  to  the  thirteenth  day  the  course  of  childbed  was  perfectly  normal ; 
there  was  no  rise  of  temperature,  and  the  patient  expressed  herself  as 
feeling  better  than  after  either  of  her  previous  confinements.  In  view  of 
her  past  uterine  affection,  and  with  the  idea  of  hastening  involution,  it 
vfts  decided  to  employ  warm  vaginal  douches;  a  new  Higginson*s 
syringe  was  procured  for  the  purpose,  and  minute  instructions  were  given 
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to  the  nurse,  an  intelligent  woman,  who  had  never,  at  any  time  during 
her  nursing  career,  been  in  attendance  on  a  case  of  puerperal  fever  or  in 
contact  with  infectious  disease. 

On  the  thirteenth  day  after  delivery  (January  27),  for  the  first  time 
a  warm  vaginal  injection  of  Condy's  fluid  was  administered  in  the  most 
careful  manner,  but  on  the  patient  complaining  of  pain  the  injection  was 
immediately  discontinued.  Within  an  hour  she  had  a  rigor,  and  soon 
became  very  feverish,  and  other  symptoms  of  septicaemia  quickly  followed. 
Between  January  27  and  February  5  her  temperature  ranged  from  103^ 
to  104*  F. ;  on  only  one  occasion  when  it  was  taken  was  it  below  103**  F., 
viz.,  on  the  morning  of  January  31  ;  her  pulse  to  140:  the  bowels  acted 
regularly,  but  her  tongue  became  much  coated,  and  her  hands  were 
affected  with  a  fine  tremor,  commencing  on  the  third  day  of  illness. 
Three  days  after  the  rigor  (January  30)  a  universal  roseolous  rash 
appeared,  which  varied  in  intensity  from  time  to  time,  and  towards  the 
end  of  the  week  was  followed  by  desquamation  about  the  face  and  neck. 
There  was  delirium,  especially  at  night,  but  a  sufficient  amount  of  sleep 
was  obtained.  The  lochial  discharge  ceased  on  the  sixth  day  of  illness. 
There  was  much  tenderness  in  the  left  iliac  region  from  the  commence- 
ment of  illness,  but  no  definite  signs  of  abscess  formation  and  no  dis- 
tension of  the  abdomen.  The  os  was  well  contracted.  On  January  31, 
the  fifth  day,  the  left  wrist  and  left  foot  became  red,  swollen,  and  very 
painful.  The  secretion  of  milk  was  completely  suppressed  by  February 
3.  The  patient  took  nourishment  well,  and  her  mental  condition  was 
quite  normal  to  the  evening  of  February  5. 

February  6.  Morning  temperature  normal  for  the  first  time ;  pulse  100 
and  of  fair  strength  ;  tongue  very  much  coated  ;  patient  very  drowsy  and 
roused  with  difficulty,  speech  thick  and  unintelligible  ;  tremors  very 
marked.  In  the  evening  the  patient  was  comatose,  her  skin  covered  with 
clammy  sweat,  and  her  abdomen  for  the  first  time  was  greatly  distended. 
Temperature  97®  F. ;  pulse  120.  She  was  given  an  injection  of  10  cc.  of 
antistreptococcic  serum. 

February  7.  After  a  night  of  more  or  less  unconsciousness  the  patient 
gradually  roused ;  but  did  not  recognise  her  attendants.  She  was 
delusional ;  talked  a  great  deal  in  a  low,  muttering  manner.  Carphology 
was  associated  with  the  tremor.  Temperature  normal;  pulse  100.  In  the 
evening  great  restlessness,  but  the  general  condition  otherwise  about  the 
same.  A  second  injection  of  10  cc.  of  serum  was  given  and  also  morphia 
(i  grain)  hypodermically. 

February  8.  Mental  condition  clearer  but  delusions  persisted  and 
also  the  carphology  and  tremor.  Temperature,  morning  99**  F.,  evening 
normal. 

February  9.  Slept  well  during  the  night,  consciousness  quite  regained, 
but  still  delusional.  Temperature  100*4°  F- ;  pulse  100.  The  tongue  red, 
with  sordes  on  lips  and  teeth.  Great  abdominal  distension,  somewhat 
relieved  by  the  passage  of  a  quantity  of  stinking  flatus  after  an  enema  of  | 
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gruel  and  turpentine.  Tremor  and  carphology  as  before.  Evening  tem- 
perature normal. 

February  12.  Temperature  normal ;  pulse  90.  The  patient  was 
quite  rational,  except  for  the  delusion  that  she  was  away  from  home. 
The  next  day  for  the  first  time  she  recognised  that  this  was  not  so. 
During  the  past  week  the  condition  of  the  foot  had  been  improving,  that 
of  the  wrist  unchanged,  but  the  forearm  had  become  inflamed.  The 
bowels  acted  freely,  a  large  quantity  of  foul  gas  escaping  with  and 
independently  of  the  motions  ;  for  two  or  three  days  there  was  incon- 
tinence of  urine  and  faeces.  There  has  been  extensive  desquamation 
about  the  trunk  and  limbs,  and  sordes,  tremor  and  carphology  have 
entirely  disappeared.  Except  while  she  was  unconscious  nourishment 
vras  well  taken  and  a  fair  amount  of  sleep  was  obtained. 

February  14.  Elbow  joint  very  red  and  swollen  and  great  pain  in 
it  and  the  arm.  Tongue  again  coated.  Temperature,  morning  103*2*'  F., 
evening  io2'8''  F.;  pulse  120. 

February  15.  Patient  again  began  to  wander  in  her  mind,  and  her 
pulse  reached  140.    Temperature,  morning  103"  F.,  evening  io2'2°  F. 

February  16.  Wandering  more  marked  ;  tremor  and  carphology 
returned,  and  the  patient  lay  on  her  side  in  an  attitude  of  general  flexion. 
Temperaturet  morning  102*8°  F.,  evening  102*2*'  F.;  pulse  120  to  130. 

February  17.  Incoherent  muttering  and  delusions.  Temperature 
normal ;  pulse  120. 

February  18.  Patient  became  maniacal  and  was  with  difficulty 
restrained  in  bed.   Temperature  normal ; '  pulse  100. 

February  19  to  20.  The  temperature  varied  from  100  to  102°  F.  The 
mental  and  general  condition  of  the  patient  showed  improvement. 

February  21.  The  temperature  became  normal  again  and  the 
mental  condition  was  quite  recovered  from  this  day. 

For  about  a  week  from  this  date  the  temperature  varied  between  normal 
in  the  morning  and  100"  F.  in  the  evening,  afterwards  remaining  normal 
till  convalescence.  There  was  no  further  mental  disturbance  ;  the  inflam- 
mation of  the  joints  and  arm  gradually  subsided ;  and  with  massage  and 
forced  movements  recovery  was  ultimately  complete.  Peeling  ended  in 
the  fourth  week  and  did  not  affect  the  palms  or  soles.  The  patient 
left  her  bed  on  March  10,  and  a  fortnight  later  went  away  for  change  of 
air.  In  six  weeks  she  returned  looking  quite  well.  The  only  reminder 
of  her  serious  illness  is  slight  backache.  The  condition  of  the  uterus 
and  appendages  has  not  been  ascertained  since  her  return. 


'  During  the  period  of  maniacal  excitement  the  temperature  was 
taken  while  the  patient  was  forcibly  restrained.  Throughout  the  illness 
the  temperature  was  obtained  from  the  axilla. 
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Remarks. — ^There  is  no  doubt  in  the  writer's  mind  that  in 
this  case  the  septicaemia  arose  directly  from  the  use  of  the 
vaginal  douche.  The  history  of  the  case  shows  that  prior  to 
the  injection  there  was  no  septic  symptom  whatever,  the 
course  of  the  lying-in  having  been  absolutely  normal.  The 
douche  was  administered  with  the  greatest  precautions,  and 
the  only  explanation  which  has  occurred  to  the  writer  of  its 
having  been  in  this  particular  instance  the  cause  of  sepsis  is 
that  some  maieries  morbi  lurking  in  the  vagina  may  have 
been  conveyed  into  the  uterine  cavity  by  the  injection. 
The  case  is  altogether  remarkable,  as  it  seems  almost  im- 
possible that  such  a  train  of  grave  symptoms  could  result 
from  an  antiseptic  douche,  properly  used,  under  the  con- 
ditions that  existed  in  the  case,  that  is  to  say,  a  normal 
lying-in,  a  well  contracted  os,  and  an  interval  of  thirteen 
days  after  delivery.  The  brilliant  recovery,  from  what  ap- 
peared to  be  inevitable  death,  is  another  feature  of  the  case 
worthy  of  special  comment.  The  comatose  state  of  the 
patient  was  in  no  wise  due  to  the  narcosis  of  drugs  or 
stimulants,  for  no  narcotic  or  hypnotic  drug  had  then  been 
administered,  and  the  amount  of  stimulant  taken  (half  an 
ounce  of  brandy  every  three  hours,  commenced  some  days 
previously)  was  quite  too  small  to  account  for  such  deep 
coma.  There  was  no  albuminuria  throughout  the  course  of 
the  disease,  and  the  urine  was  always  secreted  freely.  No 
mania  could  be  traced  in  the  family,  but  the  patient  came 
from  a  neurotic  stock,  and,  as  already  mentioned,  was  her- 
self highly  neurotic.  She  had  hallucinations  of  vision  and 
hearing,  but  her  most  prominent  delusion  was  that  she  was 
absent  from  home ;  while  her  mania  was  acute  she  took 
great  dislike  to  her  husband  and  nurse.  The  child  was 
taken  away  from  her  early  in  her  illness. 

As  regards  treatment :  Except  during  the  periods  of 
coma  and  maniacal  excitement,  nourishment  was  readily 
taken,  and  large  quantities  of  milk,  plasmon,  and  eggs  were 
given  her,  and  occasionally,  chiefly  when  there  was  any 
difficulty  in  administering  these  in  suflScient  quantity,  broths 
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and  meat  essences ;  fortunately,  the  digestive  functions  were 
always  satisfactory. 

Stimulants  (brandy  and  whiskey)  were  given  in  moderate 
doses  according  to  the  condition  of  the  pulse,  and  were  not 
begun  until  it  began  to  get  small ;  as  the  pulse  got  weaker 
they  were  given  more  freely,  but  never  to  a  greater  extent 
than  12  ounces  in  the  twenty-four  hours  (i  ounce  every  two 
hours).  It  will  be  noticed  how  well  the  pulse  behaved 
during  the  illness,  and  this  the  writer  attributes,  in  no  small 
measure,  to  the  judicious  use  of  stimulants,  although  the 
fact  that  the  patient  took  nourishment  well  is  not  to  be  lost 
sight  of.  During  convalescence  port  wine  replaced  brandy 
and  whiskey. 

The  medicinal  treatment  adopted  during  the  first  three 
weeks  was  mainly  sulphate  of  quinine,  the  dose  being  regu- 
lated by  the  temperature  ;  at  one  time  as  much  as  15  grains 
every  four  hours  were  given.    These  large  doses  caused 
great  deafness,  but  only  slight  headache  ;  on  one  or  two 
occasions  the  mental  symptoms  seemed  to  be  aggravated 
by  the  large  doses  of  quinine  and,  while  the  15  grains  were 
continued  night  and  morning,  the  doses  in  the  intervals 
were  reduced  to  5  grains  evei7  four  hours.    The  mental 
symptoms,  however,  persisted  when  the  temperature  was 
moderate  and  the  amount  of  quinine  taken  consequently 
small,  and  consequently  could  only  have  been  intensified  to 
a  very  slight  extent  by  the  quinine.    Antipyrin  was  given 
twice  (10  grains),  mainly  to  relieve  the  headache.  One 
hypodermic  injection  of  morphia      grain),  was  used  to 
procure  sleep  when  the  patient  was  in  a  restless  and  ex- 
citable condition  on  the  night  following  the  coma,  and  this 
was  the  only  occasion  on  which  opium  was  employed  in 
any  form ;  a  bromide  mixture  was,  however,  given  to 
induce  sleep  on  three  or  four  nights.    Cinchona  bark  and 
chlorate  of  potash  were  prescribed  in  place  of  quinine  on 
February  20,  and  citrate  of  iron  and  ammonia,  with  tincture 
of  nux  vomica,  during  convalescence. 

It  will  be  observed  that  10  cc.  of  antistreptococcus  serum 
were  injected  on  February  6  and  again  on  February  7. 
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The  great  improvement  in  the  patient's  condition  on  the 
morning  after  the  first  injection,  given  when  she  was  coma- 
tose, is  very  remarkable.  It  is  evident  that  she  was  then 
suffering  from  severe  septic  intoxication,  and  as  the  action 
of  the  serum  consists  in  preventing  further  increase  of  the 
number  of  cocci  in  the  blood,  rather  than  in  neutralising 
toxin  already  manufactured,  it  would  seem  that  the 
improvement  which  followed  the  use  of  the  serum  in  this 
case  was  post  and  not  propter,  especially  as  the  amount 
injected  was  small  and  was  not  administered  until  the 
disease  was  so  far  advanced  that  the  patient  was  suffering 
more  from  the  effects  of  poisonous  material  already  secreted 
(or  excreted)  by  the  microbes  than  from  the  presence  of 
those  organisms  themselves.  It  is,  nevertheless,  just  pos- 
sible that  the  serum  turned  the  scale  in  the  patient's  favour 
by  lessening  to  some  extent  the  multiplication  of  the  germs, 
and  therefore  the  manufacture  of  fresh  toxin,  and  so  giving 
the  eliminative  organs  an  opportunity  of  diminishing  the 
amount  of  poisonous  matter  in  the  economy.  Although 
the  patient  appeared  better  after  the  second  injection  of 
serum,  it  is  difficult  to  say  whether  this  was  due  to  the 
serum  or  to  the  sleep  induced  by  the  morphia  administered 
at  the  same  time.  The  patient  strongly  resisted  the  injection 
of  serum  and,  as  it  was  uncertain  whether  any  real  good  had 
resulted  from  it,  no  further  trial  of  it  was  made  ;  moreover, 
the  condition  of  the  patient  was  never  again  so  desperate  as 
to  demand  any  but  ordinary  measures. 

No  local  uterine  treatment  was  employed  at  any  time 
after  the  initial  rigor  ;  the  mode  of  onset  of  the  disease 
showed  that  the  patient  was  suffering  entirely  from  organ- 
isms already  present  in  the  blood,  and  local  measures,  even 
if  adopted  at  the  outset,  would,  the  writer  contends,  have 
proved  futile. 

The  joints  were  treated  with  warm  fomentations  and  the 
application  of  equal  parts  of  glycerine  and  extract  of  bella- 
donna during  the  acute  stage ;  when  all  inflammation  had 
subsided,  by  massage  and  forced  movements. 
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REVIEWS. 

A  Text-Book  of  GYNiECOLOGY.  Edited  by  Charles 
A.  L.  Reed,  A.M.,  M.D.,  President  of  the  American 
Medical  Association  ;  Gynaecologist  and  Clinical  Lec- 
turer on  Surgical  Diseases  of  Women  at  the  Cincinnati 
Hospital,  &c.,  &c.  Pp.  XXV.  and  900,  with  356  illus- 
trations by  R.  J.  Hopkins,  roy  8vo.  London :  Henry 
Kimpton.    Half  morocco,  price  25s.  net. 

In  the  preparation  of  a  text-book  which  should  serve  as 
a  working  manual  for  practitioners  and  students,  and 
embrace  the  best  and  most  recent  approved  developments 
of  gynaecology,  the  learned  and  distinguished  editor  of  this 
work  has  entrusted  the  cognate  branches  of  medical  science 
to  specialists,  not  always,  in  the  strict  sense  of  the  term, 
gynaecologists.  In  this  way  for  the  most  part,  if  not 
entirely,  pathology  has  been  left  to  the  care  of  such  experts 
as  Professors  Herzog  of  Chicago,  Johnson  of  Montreal, 
Martin  of  Cleveland,  and  Rothrock  of  Minnesota.  Ravogli 
of  Cincinnati  writes  on  skin  affections  ;  Hare  of  Phila- 
delphia on  therapeutics  ;  and  Mayo  Robson  on  recto- 
vaginal fistula.  Altogether  Dr.  Reed  has  been  fortunate 
in  securing  the  collaboration  of  thirty  writers  of  acknow- 
ledged reputation  in  connection  with  the  subjects  of  which 
they  treat. 

The  work,  nevertheless,  is  by  no  means  a  mere  aggrega- 
tion of  monographs,  for  though  many  chapters  are  based  on 
contributions  from  several  writers,  the  text  has  been  ren- 
dered consecutive^  systematic  and  homogeneous  by  the 
editor,  to  whom  indeed  we  are  indebted  for  more  than  one- 
third  of  the  whole. 
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A  few  prolegomena  are  followed  by  four  chapters  devoted 
to  the  general  aetiology,  pathology,  and  therapeutics  of 
gynaecology.  Diagnosis  is  discussed|  mainly  by  Potter  of 
Buffalo,  and  sepsis,  antisepsis,  shock,  haemorrhage,  and 
haemostasis  by  the  editor.  We  notice  that  the  sound  is  said 
to  be  rarely  required  for  diagnosis  and  no  longer  used  by 
the  experienced  gynaecologist  to  reposit  a  displaced  womb  ; 
that  dilatation  is  to  be  surrounded  by  all  the  precautions 
demanded  by  a  formidable  procedure ;  that  the  tenaculum 
or  volsella  is  to  be  dipped  in  pure  carbolic  acid  before  use. 
Formalin,  not  here  alluded  to,  is  afterwards  mentioned  with 
approval  in  connection  with  Hofmeier's  method  of  sterilis- 
ing catgut,  and  also  for  the  palliative  treatment  of  car- 
cinoma. The  value  of  peroxide  of  hydrogen  as  a 
disinfectant  of  exposed  tissue,  and  in  Schatz'  method  of 
hand  disinfection,  as  modified  by  Warren  of  Boston,  is 
pointed  out,  but  here,  as  later  on  (by  Mann),  much 
stress  is  laid  on  the  advantages  of  operating  in  rubber 
gloves. 

In  the  next  chapter  on  anaesthesia  by  Hare,  the  editor 
makes  some  remarks  on  anaesthesia  by  cocaine,  alcohol,  and 
hypnosis.  Lumbar  anaesthesia  by  cocaine  is  said  to  be 
induced  in  ten  or  twelve  minutes,  to  last  from  one  to  three 
hours,  and  not  to  have  been  accredited  with  any  fatalities^ 
but  we  know  that  the  anaesthesia  sometimes  cannot  be 
induced  at  all,  and  that  at  least  six  deaths  have  been  attri- 
buted to  this  method  of  narcosis. 

Abdominal  section  is  next  discussed  and  a  detailed 
account  given  of  the  various  incisions  employed,  the 
principle  now  generally  adopted  being  to  open  the  peri- 
toneal cavity  directly  over  the  organ  to  be  dealt  with  ;  the 
laminated  suture  is  recommended  for  closing  tlie  wound 
except  when  drainage  is  required  ;  the  great  danger  of 
hyper-catharsis  before  operation  is  noted. 

After  this  the  general  arrangement  of  the  book  is  to  deal 
with  the  malformations,  injuries,  infections,  inflammations, 
displacement,  neoplasms,  of  the  different  parts  in  their 
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anatomical  order,  from  the  pudenda  to  the  broad  ligament ; 
Caesarean  section*  being  dealt  with  by  Murdoch  Cameron 
in  connection  with  the  uterus,  and  ectopic  gestation  by 
McMurtry;  after  the  ovary,  ovarian  pregnancy  is  recognised 
without  any  allusion  to  van  Tussen brock's  case;  two  chapters 
are  then  devoted  to  menstruation  and  its  disorders  (Millikin), 
three  to  the  female  urinary  organs,  including  the  examination 
of  the  bladder  by  the  Pawlik-Kelly  method  and  operations 
on  the  kidneys  (Harris),  and  three  to  the  rectum  (Gant).  A 
short  chapter  by  Dercum  on  hysteria  and  neurasthenia  in 
connection  with  pelvic  disease,  concludes  the  work. 

The  pathology  throughout  is  good ;  the  various  congenital 
malformations  are  admirably  treated  by  Ballantyne,  who 
attributes  them  to  the  action  of  germs  and  toxines  upon  the 
tissues  in  the  course  of  development.  The  bacteriology  of 
the  generative  organs  is  from  the  pen  of  Japp  Sinclair,  but 
ihe  individual  infections  are  separately  dealt  with  by  the 
Editor ;  tuberculosis,  except  as  affecting  the  kidneys  and 
rectum,  being  entrusted  to  the  efficient  care  of  Whitacre. 

As  of  exceptional  interest  and  a  good  example  of  graphic 
description  we  would  draw  attention  to  the  account  of 
"elytro-hysterectomy" — Byrne's  operation  for  removing  the 
whole  of  the  uterus,  except  a  thin  shell  at  the  fundus, 
with  an  electric  knife — of  which  it  is  said,  "  of  the  various 
operations  for  the  removal  of  the  uterus  (for  carcinoma) 
none  are  more  effective,  and  certainly  none  are  followed  by 
more  satisfactory  results,  than  the  brilliant  procedure  of 
Byrne  as  practised  by  himself." 

Salpingitis  is  particularly  well  discussed,  especially  as 
regards  its  differential  diagnosis,  and  a  remarkable  descrip- 
tion is  inserted  of  a  laparo-salpingectomy  successfully  per- 
formed in  1784,  at  Sarepta  in  Astrakan,  by  Seydell,  who, 
finding  drainage  insufficient,  sucked  out  the  abdominal 
wound  himself  four  times  a-day. 

In  connection  with  injuries  to  the  pelvic  floor,  puerperal 
sepsisy  Caesarean  section  and  ectopic  gestation,  a  good  deal 
is  included  that  might  be  held  to  belong  more  properly  to 
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the  field  of  obstetric  surgery,  and  which  nevertheless  could 
hardly  be  left  out  of  a  complete  Text-book  of  Gynaecology, 
but  such  a  work  might  also  have  been  expected  to 
devote  more  space  to  the  pessary  as  a  means  of  treating 
uterine  displacements  and  to  the  surgical  treatment  of 
prolapse,  and  to  the  various  degenerations  to  which 
myomata  of  the  uterus  are  liable. 

We  should  also  have  expected  a  more  generous  apprecia- 
tion of  the  good  work  that  has  been  done,  particularly  in 
America,  by  the  treatment  of  gynaecological  diseases  in  the 
Insane  ;  at  the  same  time  we  absolutely  agree  with  Dercum's 
dictum  that  the  surgeon  has  no  option  but  to  operate  for 
surgical  indications  only. 

The  preparation  of  such  a  work  by  anyone  actively 
engaged  in  hospital  and  private  practice,  and  also  in  teach- 
ing, is  a  monument  of  industry,  and  we  are  not  surprised 
to  find  some  errors  in  the  text.  We  wish  they  had  been  less 
important,  as  in  more  than  one  instance  they  completely  alter 
the  sense  intended  to  be  conveyed  (^.^.,  p.  115  "asepsis" 
for  sepsis).  We  can  hardly  believe  that  Dr.  Foster,  who 
writes  upon  the  nomenclature  of  gynaecology,  would 
approve  of  the  use  of  "foetuses"  as  a  plural  form,  or  of 
"  endocervium "  for  the  cervical  canal,  and  we  must 
deprecate  the  practice,  too  general  in  many  chapters,  of 
omitting  from  the  references  not  only  the  date,  but  even  the 
volume  and  page  of  the  periodical  quoted  from  ;  the  matter 
is  not  much  improved  if  the  reference  takes  the  form 
Medicinische  Woche.,  1899,"  nor  if,  as  in  other  instances, 
the  author's  name  is  misspelt.  The  well  known  abbrevia- 
tions of  the  Surgeon-General's  catalogue  for  the  titles  of  the 
periodicals,  would  have  given  ample  room  for  the  insertion 
of  date,  volume,  and  page.  The  printing  is  otherwise 
admirable,  and  the  illustrations,  mostly  original,  if  owing 
something  to  the  imagination,  are  perhaps  not  the  less 
instructive  on  that  account. 
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J.  A.  MANSELL  MOULLIN,  M.A.,  M.R.C.P.,  President, 
IN  THE  Chair. 

The  President  drew  attention  to  a  number  of  interesting 
specimens  brought  together  by  Dr.  Macnaughton- Jones,  and 
exhibited  in  reference  to  Dr.  Noble's  paper.  The  collection 
induded  tumours  which  had  undergone  calcareous,  cystic, 
mucoid,  and  tekcingiectatic  degenerations,  others  which  were 
entirely  oedematous,  or  into  which  haemorrhage  had  taken 
place,  several  complicating  pregnancy,  and  several  in  which, 
in  addition  to  the  myoma,  a  carcinoma,  sarcoma,  or  cysto- 
sarcoma  was  present 

Specimens  were  lent  by  the  President,  Dr.  Stanmore 
Bishop,  Dr.  William  Duncan,  Dr.  Handfield  Jones,  Dr.  Mayo 
Robson,  Dr.  Macnaughton- Jones,  Master  of  the  Rotunda 
(Dr.  Purefoy),  Dr.  Herbert  Snow,  Mr.  Bowreman  Jessett, 
Mrs.  Scharlieb,  Mr.  Targett,  Dr.  Giles  and  Mr. George  Cheatle. 
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The  Complications  and  Degenerations  of  Fibroid 
Tumors  of  the  Uterus  as  bearing  upon  the 
Treatment  of  these  Growths.  By  Charles  P. 
Noble,  M.D.,  Surgeon-in-Chief,  Kensington  Hospital 
for  Women,  Philadelphia. 

The  traditional  teaching  concerning  fibromyomata  of 
the  uterus  is,  that  these  tumors  are  of  frequent  occurrence ; 
that  only  exceptionally  do  they  produce  grave  symptoms; 
that  after  the  menopause  they  tend  to  undergo  a  spontaneous 
cure ;  and  that  only  in  the  rarest  instances  do  they  cause 
death.  This  teaching,  while  traditional,  has  never  been 
universally  accepted.  It  has  been  combated  from  time  to 
time  by  those  having  to  deal  with  grave  conditions  arising 
from  the  presence  of  fibroid  tumors.  As  early  as  1853  the 
the  classical  essay  of  Washington  L.  Atlee  on  "  The  Surgical 
Treatment  of  Certain  Fibrous  Tumors  of  the  Uterus  here- 
tofore considered  beyond  the  Resources  of  Art "  appeared.* 
This  essay  largely  consists  of  a  description  of  the  serious 
conditions  resulting  from  fibroid  tumors,  together  with  an 
earnest  plea  for  their  radical  removal.  Until  recently 
haemorrhage  has  been  considered  the  chief,  if  not  the  only 
danger  arising  from  them.  It  is  now  appreciated  that 
patients  suffering  from  fibroid  tumors  are  subjected  to  many 
other  risks  that  arise  from  the  degenerations  and  complica- 
tions of  these  growths.  Necrosis,  mjrxomatous  and  cystic 
degeneration  of  the  tumour,  calcareous  infiltration,  associated 
malignant  disease  of  the  body  of  the  uterus  or  of  the  cervix, 
and  complicating  diseases  of  the  uterine  appendages,  such 
as  ovarian  tumors,  pyosalpinx,  salpingitis,  &c.,  not  to  men- 
tion the  more  remote  eflFects  upon  the  alimentary  tract,  the 
cardio-vascular,  urinary,  and  nervous  systems,  which  may 
cause  death  or  continued  invalidism  of  such  patients,  inde- 
pendent of  the  natural  history  of  the  tumor  itself. 

In  estimating  the  risks  of  patients  suffering  from  fibroid 

'  Trans,  Amer,  Med,  Assoc,^  1853,  vol.  vi.,  p.  547. 
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tumors  the  profession  has  been  too  prone  to  be  guided  by 
the  teachings  of  the  past,  rather  than  by  the  results  of  the 
more  careful  observations  of  the  present.  The  chief  pur- 
pose of  this  paper  is  to  present  in  detail  the  nature  and  com- 
plications of  fibroid  tumors  as  they  are  met  with  in  actual 
practice.  It  is  well  known  that  fibroid  tumors  of  the  uterus 
are  frequently  complicated  by  other  conditions,  but  accurate 
tables  of  considerable  numbers  of  cases  with  their  compli- 
cations are  conspicuous  by  their  absence.  As  a  contribution 
to  the  study  of  fibroid  tumors,  I  wish  to  report  218  cases,  in 
which  various  operations  have  been  performed.  This  report 
includes  all  cases  of  operation  for  fibroid  tumors  in  my 
practice.  An  analysis  of  this  group  of  cases,  showing  the 
d^enerations  in  the  tumors  and  the  various  complica- 
tions encountered,  should  give  a  more  satisfactory  picture  of 
the  condition  of  patients  suffering  from  fibromyomata  of 
the  uterus  than  any  merely  theoretical  consideration  of 
the  subject. 

It  will  at  once  be  apparent  from  the  accompanying 
analysis  that  fibroid  tumors  do  not  occur  in  actual  practice 
as  an  isolated,  uncomplicated,  morbid  condition.  On  the 
contrary,  patients  suffering  from  these  tumors,  as  we  meet 
in  the  consulting  room  and  in  the  hospital,  are  found  very 
frequently  to  have  in  addition  serious  complicating  diseases, 
not  only  of  the  uterus  and  of  its  appendages,  but  also  various 
morbid  conditions  in  the  body  at  large. 

In  the  218  patients  operated  upon  for  fibromyoma  uteri 
to  May  24,  1901,  the  following  complications  were  encoun- 
tered : — 


Appendicitis   

Bilateral  hydrosalpinx  

Unilateral  hydrosalpinx  

Hematosalpinx  

Calcareous  infiltration   

Cystic  degeneration  of  ovaries ... 
Orarian  cyst  with  twisted  pedicle 

Ovarian  cyst,  bilateral  

Ovarian  cyst,  unilateral  


...  4 
...  8 
...  5 
I 

...  5 

2 
I 
2 

...  19 
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Ovarian  cyst,  suppurating 

I 

Diiacenu  uennoici  cysi  ^  uiuDuicai  nemia     •••  ... 

I 

lyermoia  cysi  suppuraiioni  sinus  inrougn  aDQOininai  wau 

Dermoid  cyst  wiA  twisted  pedicle    •••  «.. 

t 

luiraiiganienious  ueveiopnienc  oi  uDroio      •••       ...  ..« 

lO 

iveiroversion  oi  uicrus  ...                ...       ...       ...  ... 

3 

X  rociaeniia  oi  uierus     ...       ...       ...       •..  ... 

3 

Parovarian  cyst  ...      ...      ...      ...      ...      ...  - 

3 

iLCiupic  pregnancy        ...       ...       .■•       •■•       ...  ... 

3 

X  apiuary  carcinonia  oi  Dom  ovaries  ...       ..•       ...  ... 

I 

Abscess  of  ovary  ..  • 

I 

Pyosalpinx,  bilateral 

•  S 

Pyosalpiaxy  unilateral  ... 

3 

Salpingitis,  bilateral     ...      ...      >••  ... 

2 

Salpingitis,  unilateral 

5 

jiLjrxuuuiiVus  uci^cucrAiivu  ui  luuiui    •■•        •••        •••  •■< 

5 

Cystic  degeneration  of  tumor  

•  5 

Necrosis  of  tumor   , 

12 

Adeno-carcinoma  of  body  of  the  uterus   , 

.  3 

Epithelioma  of  cervix  uteri  

.  4 

Sarcoma  ...      ...      ...      ...      ...  ... 

2 

Syncytioroa   

I 

In  estimating  the  risks  encountered  by  patients  su£Fering 
from  fibroid  tumour,  we  shall  consider  first  those  growing 
out  of  the  complications  themselves,  which  we  shall  classify 
in  three  groups.  Virsi^  those  which  would  lead  to  a  fatal 
result ;  second^  those  which  would  threaten  the  life  of  the 
patient ;  and  ihird^  those  which  would  involve  more  or  less 
invalidism. 

(i)  Of  complications  which  would  lead  to  the  death  of 
the  patient  are  the  following  :  — 

Ovarian  cyst  with  twisted  pedicle    i 

Ovarian  cyst,  bilateral   3 

Ovarian  cyst,  unilateral   19 

Ovarian  cyst,  suppurating    i 

Bilateral  dermoid  cyst ;  umbilical  hernia    i 

Dermoid  cyst  suppurating,  sinus  through  abdominal  wall ...  i 

Dermoid  cyst  with  twisted  pedicle    i 

Ectopic  pregnancy    3 

Papillary  carcinoma  of  both  ovaries   i 

Abscess  of  ovary   i 

Pyosalpinx,  bilateral    5 
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Pyosalpinx,  unilateral   3 

Cystic  degeneration  of  tumor   5 

Necrosis  of  tumor    12 

Adeno-carcinoma  of  body  of  the  uterus    3 

Epithelioma  of  cervix  uteri    4 

Sarcoma...    2 

Syncytioma    i 

66 

To  these  must  be  added  three  cases  of  cancer  of  the 
cervix  complicating  fibroids,  in  which  hysterectomy  was  not 
performed,  reported  in  1897.* 

Also  one  case  of  epilthelioma  of  the  cervix  complicating 
a  fibroid  tumor  of  the  uterus,  seen  in  consultation  with 
Dr.  W.  Wayne  Babcock  in  1899,  in  which  the  patient's 
general  condition  forbade  operation.  Also  a  fifth  case  from 
my  ho^ital  service,  reported  by  Dr.  Babcock.' 

This  is  Case  2  of  Dr.  Babcock's  report,  in  which  a 
fibroid  tumor  of  the  uterus  was  complicated  by  epithelioma 
of  the  cervix,  making  altogether  twelve  cases  of  cancer  com- 
plicating fibroid  tumor  which  have  been  encountered.  Of 
these  fatal  degenerations  and  complications  of  uterine 
fibroids,  making  a  total  of  seventy-one,  thirty-two  are  of 
the  uterus  or  tumor,  and  thirty-nine  are  of  the  appendages. 

(2)  Of  complications  threatening  the  life  of  the  patient 
are  the  following  : — 

Appendicitis    4 

Bilateral  hydrosalpinx   8 

Unilateral  hydrosalpinx   5 

Hematosalpinx   i 

Parovarian  cyst   3 

Myxomatous  degeneration  of  the  tumour    2 

25 

'  Noble,  Charles  P.,  "  The  Development  and  Present  Status  of 
Hysterectomy  for  Fibromyomata,"  Trans,  Amer.  Gynec,  Soc,  1897,  p.  38 ; 
BfiHsM  Gytuec.  Jcur.^  1897,  vol  xiii.,  p.  48. 

^American  Gynecological  and  Obstetrical  Journal,  1898,  vol.  xiii., 
p.  402. 
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(3)  Of  conditions  leading  to  more  or  less  permanent 
invalidism  of  the  patient  are  the  following  :— 

Calcareous  infiltration     ^ 

Cystic  degeneration  of  ovaries    

Intraligamentous  development  of  fibroid    '® 

Retroversion  of  uterus   ^ 

Procidentia  of  uterus      ^ 

Salpingitis,  bilateral    ^ 

Salpingitis,  unilateral   _^ 

It  is  probably  a  moderate  estimate  that  seventy-eight  of 
these  patients  would  have  died  of  the  complications  of  the 
fibroid  tumor  had  they  not  been  operated  upon. 

It  is  difficult  to  estimate  the  number  of  deaths  which 
would  have  resulted  from  the  symptoms  produced  by  the 
tumors  themselves— deaths  due  to  hemorrhage  ;  to  chronic 
anemia,  leading  to  degeneration  of  the  heart  and  kidneys ; 
to  pressure  of  the  tumor  upon  the  ureters  and  bowels ;  to 
malnutrition  induced  by  the  hemorrhages  and  by  the 
increase  of  intra-abdominal  pressure  interfering  with  the 
functions  of  the  alimentary  canal ;  to  the  lowered  vitality 
of  the  patients,  increasing  their  liability  to  contract  inter- 
current diseases;   to  septicemia  from  necrosis  of  the 
tumors ;  and  to  thrombosis  and  embolism  through  asso- 
ciated phlebitis.   To  these  must  be  added  the  risks  of 
pregnancy  and  parturition  when  complicated  by  fibroid 
tumor.     It    can  hardly  be   considered  as  other  than 
moderate  if  we  estimate  that  fifteen  of  these  patients  would 
have  died  eventually  as  a  result  of  the  presence  of  the 
tumors,  independent  of  the  above  complications.  This 
would  make  a  total  of  ninety-three  deaths  in  the  218 
cases  as  a  result  of  the  tumors  themselves  or  their  com- 
plications, a  mortality  of  42  per  cent. 

In  estimating  the  number  of  deaths  which  would  occur 
from  the  various  complications  encountered  there  may  be 
a  difference  of  opinion  as  to  the  probable  history  of  the 
special  complications.    It  should  be  pointed  out,  however, 
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that  this  would  merely  take  away  a  small  number  from  the 
list  of  deaths  to  add  it  to  the  list  of  invalids. 

It  is  impossible  to  know  whether  my  own  experience 
with  the  complications  of  fibroids  has  been  an  average  one 
or  whether  the  cases  of  fibroid  tumor  coming  under  my 
care  have  been  more  or  less  complicated  than  usual.  I  am 
not  familiar  with  similar  tables  of  complications  of  fibroid 
tumors  based  upon  a  definite  number  of  cases  which 
would  afford  a  basis  of  comparison.  Martin^  reports  the 
following  complications  and  degenerations  : — 

Complications  of  Fibroid  Tumors  met  with  in  205  Ccues, 

Fatty  degeneration  of  tumor   7 

Calcification  of  tumor   3 

Suppuration  of  tumor   10 

Oolema  of  tumor    11 

Cystic  degeneration  of  tumor   i 

Teleangiectasis  of  tumor    3 

Sarcoma  of  tumor    6 

Carcinoma  of  cervix  uteri    2 

Carcinoma  of  corpus  uteri    7 

57 

It  will  be  noted  that  he  makes  no  reference  to  the  condition  of  the 
appendices,  and  that  thus  his  table  can  be  compared  only  in  part  with 
my  own. 

It  niay  be  urged  with  reason  that  some  of  the  cases 
included  in  this  table  might  have  been  otherwise  classified. 
The  cases  of  cancer  and  sarcoma  of  the  uterus  complicating 
fibroids  and  the  cases  of  large  ovarian  tumors  might  per- 
fectly well  have  had  a  different  classification,  and  in  this 
way  the  list  of  complications  having  a  fatal  termination 
would  have  been  decreased.  But  even  allowing  for  such  a 
difference  in  classification  there  can  be  no  doubt  that  at 
least  a  third  of  the  patients  would  have  died  as  a  result  of 
the  tumors  or  their  complications. 

Some  of  the  more  striking  complications  which  have 


*  Martin,  A.,  Pathology  and  Therapeutics  of  the  Diseases  of 
Women,"  Boston,  1900,  p.  268-272. 
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been  encountered  will  next  be  considered,  in  order  to 
illustrate  more  clearly  the  nature  of  the  risks  of  fibromyo- 
mata  of  the  uterus. 

One  undoubted  case  of  Sarcoma  of  the  uterus  had  the 
following  history  :  Mrs.  G.,  aged  51,  childless,  had  been  in 
failing  health  for  more  than  a  year.  She  had  had  a  fibroid 
tumor  of  the  uterus  for  years,  which  had  recently  taken  on 
renewed  growth. 

The  tumor  was  the  size  of  a  foetal  head.  Abdominal 
section,  Feb.  2,  1893,  revealed  a  very  soft  tumor  of  the 
uterus,  with  secondary  growths  in  the  left  broad  ligament. 
Upon  subsequent  microscopical  examination  the  tumor  was 
pronounced  a  sarcoma.  The  uterus  and  its  appendages 
were  removed  by  hysterectomy.  The  patient  died  after  a 
few  months  from  the  rapid  development  of  the  secondary 
sarcoma  in  the  broad  ligament  and  abdomen.* 

A  case  of  Syncytioma  had  the  following  history  : — Mrs. 
K.,  aged  31,  has  had  two  children  and  one  miscarriage, 
which  occurred  between  the  two  labors  at  term.  The 
youngest  child  was  30  months  old  when  she  consulted  me, 
June  20,  1893.  Menstruation  was  normal  until  nine  months 
before  she  came  under  observation,  since  which  time  she 
had  been  bleeding  almost  constantly.    She  suffered  from 


*  I  have  seen  a  second  case  of  undoubted  sarcoma  of  the  uterus.  This 
was  a  case  of  recurrent  spindle-celled  sarcoma  of  the  cervix.  The  first 
tumor  was  removed  at  the  Woman's  Hospital  of  Philadelphia,  and  the 
second  at  the  Kensington  Hospital  for  Women.  Each  time  when  the 
patient  came  under  observation  the  tumor  was  necrotic,  making  hysterec- 
tomy inadvisable,  and  each  time  the  patient  refused  radical  operation 
after  recovering  from  removal  of  the  sloughing  tumor.  This  sarcoma 
was  pediculated,  and  was  not  associated  with  a  fibroid  tumor. 

A  somewhat  doubtful  case  is  that  of  Mrs.  W.,  operated  upon  September 
19, 1895.  A  fibroid  tumor  undergoing  degenerative  changes  was  removed, 
and  a  clinical  diagnosis  of  sarcomatous  degeneration  was  made.  The 
pathologist  reported  that  this  was  probable,  but  that  the  tumor  was  too 
necrotic  for  a  positive  diagnosis.  The  patient  died  subsequently  of 
disease  of  the  liver,  believed  to  have  been  a  secondary  development  of 
the  tumor. 
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pronounced  anemia,  corresponding  with  the  history  of 
haemorrhage.  On  examination,  the  uterus  was  found 
enlarged  by  a  tumor  in  the  fundus.  A  diagnosis  of  fibroid 
tumor  with  probable  cancer  of  the  endometrium  was  made. 
A  combined  vaginal  and  abdominal  hysterectomy  was 
performed  on  June  29,  1893.  A  fairly  normal  convalescence 
followed.  She  died  early  in  the  December  following,  about 
five  months  after  the  operation.  Death  was  due  to  secondary 
involvement  of  the  left  lung,  and  there  were  numerous  small 
tumors  under  the  skin  scattered  over  the  body.  When  the 
specimen  was  examined  after  operation,  a  clinical  diagnosis 
of  fibroid  tumor  of  the  uterus  undergoing  sarcomatous 
change  was  made.  The  final  report  of  the  pathologist  is 
that  the  case  was  one  of  syncytioma.* 

The  two  cases  following  were  Operated  upon  during 

PREGNANCY  : — 

(1)  Mrs.  A.,  aged  38,  nullipara,  was  pregnant  two  months.  Shortly 
after  becoming  pregnant  she  discovered  an  abdominal  tumor,  which  on 
examination  proved  to  be  freely  movable  and  pedunculated,  very  soft  to 
the  touch,  and  was  believed  to  be  an  ovarian  cyst.  Abdominal  section 
was  performed,  December  3, 1894.  On  delivering  the  tumor  it  was  found 
to  be  a  soft  fibroid  with  a  slender  pedicle,  which  was  injured  in  the 
delivery  of  the  tumor.  This  made  the  removal  of  the  fibroid  preferable 
to  its  return,  in  spite  of  the  complication  of  pregnancy.  The  pedicle  was 
ligated  and  divided.  The  patient  made  a  good  recovery  from  the  opera- 
tion, but  unfortunately  aborted.  Subsequently  she  gave  birth  to  a  living 
child. 

(2)  Mrs.  P.,  aged  37,  mother  of  four  children,  suffered  markedly  from 
pressure  symptoms,  due  to  a  large  rapidly-growing  fibromyoma.  Preg- 
nancy was  suspected.  This  was  believed  to  add  to  the  indication  for 
hysterectomy,  because  of  the  size  of  the  tumor.  Hysterectomy  was  per- 
formed, June  20^  1898.  Recovery  was  uninterrupted.  Examination  of 
the  specimen  showed  the  existence  of  a  twin  pregnancy  of  six  weeks. 

Of  the  twelve  cases  of  Necrosis  of  the  tumor,  six 
occurred  in  submucous  fibroids  or  fibroid  polypi,  the  necro- 
sis being  due  to  interference  with  the  circulation  by  the 
efforts  of  the  uterus  to  throw  off  the  tumor.    In  these  cases 


'  McFarland,  Joseph,  "A  Case  of  Deciduoma  Malignum,"  Proc, 
PiUkci0gic<3U  Soc,  of  Phila,^  1901,  vol.  iv.,  p.  86. 
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the  tumors  were  removed  by  operation  ^cr  vaginam.  Two 
died  :  one  from  embolism  resulting  from  a  septic  inflam- 
mation antedating  operation  and  persisting  after  it ;  the 
other  from  advanced  endocarditis. 

Of  the  six  cases  of  necrosis  of  the  tumor  operated  upon 
by  abdominal  section,  all  were  in  bad  condition  from  septic 
absorption.  All  would  promptly  have  died  from  septicemia 
without  operation.  Three  succumbed  to  septicemia.  One 
died  of  embolism  of  the  brain.  Of  the  twelve  cases  of 
necrosis,  six  died  and  six  recovered,  showing  the  extreme 
gravity  of  this  condition. 

A  striking  illustration  of  the  fact  that  the  Menopause 
need  not  bring  relief  to  a  patient  suffering  from  a  fibroid 
tumor  is  the  case  of  Mrs.  C,  aged  67,  who  consulted  me 
for  the  relief  of  intolerable  bladder  symptoms.  She  had 
borne  one  child,  now  40  years  of  age.  She  suffered  con- 
stantly from  tenesmus  of  the  bladder,  which  had  resisted 
long-continued  treatment  in  the  hands  of  others.  She  had 
suffered  from  hemorrhage  of  the  uterus  from  the  age  of  35 
until  the  menopause  was  established  at  52.  Examination 
showed  a  multinodular  fibroid  tumor,  the  pelvic  portion  of 
which  had  become  calcareous.  The  subsequent  investiga- 
tion of  the  case  proved  that,  by  pressure  on  the  right  ureter, 
the  calcareous  portion  of  the  fibroid  had  caused  degeneration 
of  the  right  kidney.  Operation  was  performed,  March  6, 
1895,  at  the  urgent  request  of  the  patient,  in  spite  of  a 
bad  prognosis,  in  the  hope  that  the  removal  of  the  tumor 
might  afford  an  opportunity  to  relieve  the  bladder  symptoms. 
She  died  four  days  later  of  suppression  of  urine. 

In  this  connection  and  as  bearing  upon  the  behavior  of 
fibroid  tumors  after  the  MENOPAUSE,  reference  will  be  made 
to  the  case  of  a  physician's  wife,  seen  in  consultation  some 
years  ago,  who  had  suffered  from  the  age  of  35  to  53  from 
uterine  hemorrhages  before  the  menopause  was  established. 
Subsequently  her  health  improved,  but  she  was  never  a 
vigorous  woman.  When  about  70  years  of  age,  after  a 
drive  on  a  rough  country  road,  the  tumor  became  necrotic. 
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An  abscess  developed,  which  ruptured  into  the  bowel.  A 
drainage  operation  was  performed,  but  the  patient  died 
of  sepsis. 

The  Disappearance  of  Fibroid  Tumors  after  the 
Menopause  and  after  Labor  is  a  part  of  the  classical 
teaching  concerning  the  life  history  of  these  growths.  My 
own  experience  adds  little  in  support  of  this  teaching.  No 
instance  of  a  fibroid  tumor  having  disappeared  after  the 
menopause  has  come  under  my  notice.  In  one  case,  seen 
fifteen  years  ago,  a  fibroid  tumor  was  said  to  have  greatly 
lessened  in  size  after  labour,  as  compared  with  its  size 
before  pregnancy.  No  other  similar  case  has  come  under 
my  observation  since.  That  one  having  large  opportunities 
for  observation  should  have  had  this  experience  indicates 
that  the  disappearance  of  fibroid  tumors  as  a  result  of  the 
menopause  or  as  a  result  of  pregnancy  is  not  to  be  expected. 
Such  an  occurrence  is  merely  one  of  the  curiosities  in  the 
history  of  these  growths. 

The  Ages  of  the  Patients  Operated  upon,  grouped 
in  decennial  periods,  were  as  follows  : — 

Under  20   i 

Between  20  and  30    6 

Between  30  and  40    77 

Between  40  and  50    76 

Between  50  and  60    20 

Between  60  and  70    7 

The  remaining  thirty-one  cases  were  operated  upon  per 
vaginam.  In  these  cases  the  histories  are  not  complete. 
One  of  them  was  between  50  and  60,  and  a  number  between 
40  and  50. 

From  the  standpoint  of  fhe  Youth  of  the  patient  the 
following  are  of  decided  interest :  One,  17  years  of  age ; 
one,  22  ;  one,  24 ;  and  one,  26. 

The  history  of  the  youngest  patient  is  as  follows  :  Miss  T.,  aged  17. 
began  to  menstruate  at  13.  Menstruation  was  regular  for  five  months. 
It  then  ceased  for  two  years,  with  the  exception  of  two  periods.  She 
then  menstruated  every  two  or  three  weeks,  and  from  July,  1890,  until 
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December,  1890,  when  she  consulted  me,  she  had  been  bleeding  con- 
stantly. The  patient  complained  of  extreme  debility  from  loss  of  blood. 
Upon  examination  a  fibroid  tumor  was  found  choking  the  pelvis  and 
extending  half-way  to  the  umbilicus.   Operation  March  23,  1892. 

From  the  standpoint  of  the  Age  of  the  patient  it  is  of 
great  interest  that  twenty-one  patients,  including  one 
operated  upon  per  vaginam,  were  between  50  and  60  years 
of  age,  and  seven  patients  between  60  and  70  years  of  age. 
The  oldest  patient  was  aged  67.  It  will  be  observed  that 
over  12  per  cent,  of  the  patients  were  above  50  years  of  age 
when  their  symptoms  caused  them  to  seek  relief  in  operation, 
by  which  time,  according  to  the  classical  teaching  concern- 
ing the  life  history  of  fibroid  tumors,  most  of  the  patients 
should  have  regained  their  health  as  the  result  of  the 
influence  of  the  menopause.  The  teaching  that  the  meno- 
pause ensures  the  symptomatic  cure  of  the  patient  does  not 
receive  much  support  from  these  figures. 

It  is  not  feasible  to  give  the  exact  Age  at  Which 
Menstruation  Ceased  in  patients  operated  upon  after  the 
forty-fifth  year.  A  large  percentage  of  them  menstruated 
until  they  were  past  fifty,  and  one  as  late  as  the  fifty-fifth 
year.  No  fact  in  connection  with  the  history  of  fibroid 
tumors  is  more  evident  than  that  the  menopause  is  delayed 
for  from  three  to  ten  years. 

The  relation  of  fibromyomata  to  Sterility  is  indicated 
by  the  fact  that  of  the  218  patients  operated  upon,  only 
ninety-one  had  been  pregnant.  Of  the  127  who  had  not 
been  pregnant,  a  certain  percentage  were  unmarried.  This 
experience  is  in  accord  with  the  accepted  belief  that 
fibromyomata  are  a  cause  of  sterility. 

In  the  list  of  complicatiohs  no  mention  was  made  of 
the  question  of  ADHESIONS.  In  numerous  cases  adhesions 
were  a  marked  feature — intestinal,  appendicular  and  vesical. 
This  was  more  especially  true  when  the  tumor  was  com- 
plicated by  salpingitis  in  its  various  forms.  Adhesions  are 
often  the  cause  of  pain,  constipation,  and  disorders  of 
digestion,  and  a  source  of  added  risk  at  the  operation. 
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Extensive  adhesions  add  definitely  to  the  risks  of  operation, 
by  increasing  the  mechanical  difEculties  encountered. 

The  relation  of  fibroid  tumors  to  Phlebitis  and 
Embolism  both  before  and  after  operation  is  well  recog- 
nised. In  1889,  before  hysterectomy  for  fibroids  was  well 
established,  I  saw  a  well-marked  case  of  phlebitis  consequent 
upon  inflammatory  changes  in  a  fibroid  tumor.  In  1900  a 
very  striking  case  of  phlebitis  and  embolism,  with  death, 
came  under  my  observation.  Mrs.  D.,  aged  46,  multipara, 
when  standing  upon  a  ladder  working  with  the  arms 
extended,  was  suddenly  seized  with  violent  pain  in  the 
abdomen,  followed  by  collapse  and  grave  peritonitis.  After 
several  weeks  the  peritonitis  improved,  but  was  followed  by 
phlebitis  involving  the  veins  on  the  left  side  of  the  neck  and 
left  axilla.  She  apparently  made  a  good  recovery  from  this 
condition,  but  some  weeks  later  died  of  embolism  of  the 
brain.  The  peritonitis  was  due  to  torsion  of  a  pedunculated 
filM-oid,  resulting  in  necrosis  of  the  tumor. 

Another  death  from  embolism  was  that  of  a  patient 
operated  upon  when  septic,  as  a  result  of  sloughing  of  a 
fibroid  polypus.  She  died  of  embolism  twelve  days  after 
operation,  her  temperature  never  having  become  normal. 

Phlebitis  following  operations  for  fibroids  is  quite 
common.  The  exact  pathology  of  phlebitis  is  imperfectly 
understood.  It  is  the  tendency  of  surgeons  to  attribute  all 
accidents  following  operation  to  infection,  but  in  many  cases 
of  phlebitis  following  hysterectomy  and  myomectomy,  the 
r6\e  of  infection  is  difficult  to  prove  or  to  believe.  The 
most  prominent  characteristic  of  a  series  of  cases  of  post- 
operative phlebitis  is  that  the  patients  almost,  if  not  without 
exception,  are  anemic  and  prostrated. 

The  most  characteristic  symptom  of  patients  suffering 
from  fibromyomata  of  the  uterus  is  Anemia.  It  iis  not 
feasible  to  give  the  exact  percentage  of  patients  suffering 
from  marked  anemia  in  this  group  of  cases,  as  many  of 
them  were  operated  upon  before  the  present  methods  for 
the  study  of  the  blood  were  in  use.    A  large  percentage 
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were  anemic,  and  some  of  them  in  the  highest  degree.  The 
following  case  illustrates  the  degree  to  which  anemia  may 
develop  as  a  result  of  hemorrhage  : — 

Miss  aged  45,  was  admitted  to  the  hospital  January  16,  1901. 
She  was  markedly  anemic,  the  skin  having  a  waxen  appearance,  and  her 
hands,  ears,  &c.,  being  characteristically  translucent.  She  had  been 
bleeding  almost  constantly  for  months.  Examination  showed  a  number 
of  fibroid  nodules,  and  also  a  small  tumor  of  the  right  ovary.  It  was 
evident  that  the  condition  of  the  patient  forbade  a  radical  operation. 
The  uterus  was  curetted  on  the  19th,  with  the  hope  of  controlling  the 
uterine  bleeding,  so  that  with  proper  feeding  and  treatment  her  blood 
state  could  be  improved  to  the  point  rendering  a  radical  operation 
feasible.  On  the  23rd  examination  of  the  blood  gave  the  following  result : 
Erythrocytes,  2,325,000 ;  hemaglobin,  10  per  cent.  ;  potkilocytosts 
marked  ;  leucocytosis  marked,  of  the  usual  type.  On  February  6,  the 
following :  Erythrocytes,  2,760,000 ;  hemaglobin,  35  per  cent.  On 
March  4,  the  following  :  Erythrocytes,  3,640,000 ;  hemaglobin,  45  per 
cent.  Miss  E.  was  discharged  March  6,  1901,  with  the  advice  that  she 
should  return  for  a  radical  operation  so  soon  as  her  blood  condition  had 
somewhat  improved.  She  was  again  admitted  April  2,  and  on  the  4th 
hysterectomy  by  supravaginal  amputation  was  performed,  the  fibroid 
tumors  and  the  ovarian  cyst  being  removed.  The  blood  examination  on 
the  3rd  showed  :  Erythrocytes,  3,770,000  ;  haemaglobin,  55  percent  The 
examinations  of  January  23  and  April  3  were  made  with  Gower^s  hema- 
globinometer,  that  of  March  4  with  Fleischel's  instrument,  and  that  of 
the  6th  with  the  instruments  of  both  Gower  and  Fleischel.  The  patho- 
logist's notes  concerning  the  examination  of  January  23  stale  that  the 
estimation  of  the  hemaglobin  was  very  difficult  because  of  the  exces- 
sive hemaglobinemia.  The  blood  was  a  slightly  turbid  straw-colored 
liquid. 

After  the  curettage  Miss  E.  was  extremely  ill.  Her  pulse  was  very 
feeble,  and  prostration  was  extreme.  After  the  hysterectomy  she  made 
a  good  recovery. 

It  seems  hardly  credible  that  a  patient  could  live  with 
such  a  high  grade  anemia — only  10  per  cent,  of  hemaglobin. 
Had  the  blood-count  been  made  before  the  curettage  was 
done,  it  is  doubtful  whether  it  would  have  been  undertaken, 
as  the  danger  of  administering  ether  under  such  conditions 
is  well  recognised. 

In  others  of  the  graver  cases  of  anemia  the  result  was 
not  so  fortunate.  The  risks  of  shock,  of  edema  of  the  lungs 
and  of  septic  infection,  after  operation,  are  all  increased  in 
anemic  patients. 
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The  attitude  of  those  advocating  what  they  call  the  con- 
servative plan  of  treatment  of  fibroid  tumors,  but  which 
would  more  properly  be  called  the  expectant  mode  of  treat- 
ment, with  reference  to  hemorrhage  from  fibroids,  is  difficult 
to  appreciate.  They  agree  that  when  a  patient  has  become 
profoundly  anemic  from  hemorrhages,  operation  is  indi- 
cated, but  oppose  operation  before  that  state  has  been 
reached.  It  would  seem  much  more  logical  to  operate 
early,  thus  preventing  the  development  of  a  profound 
degree  of  anemia,  saving  the  patient  months  or  years  of 
invalidism,  lessening  the  immediate  risks  of  the  operation 
itself,  and  very  greatly  shortening  the  period  of  conva- 
lescence after  operation.  When  anemia  has  become  pro- 
found and  of  long  duration,  at  times  it  is  incurable,  and 
usually  appropriate  treatment  must  be  continued  many 
months  to  bring  about  a  cure.  The  secondary  effects  of 
chronic  anemia  are  also  difficult  to  cure,  and  should  there- 
fore be  avoided.  This  is  especially  true  of  the  effect  upon 
the  nervous  system. 

The  progressive  anemia  often  engendered  by  fibro- 
myomata  of  the  uterus  has  a  distinct  bearing  upon  the 
operative  mortality.  In  certain  cases  in  which  a  palliative 
line  of  treatment  has  been  followed,  it  may  become  im- 
perative to  operate,  despite  the  transgression  of  Mikulicz' 
rule :  Never  to  operate  in  any  case  when  the  hemaglobin  is 
below  30  per  cent. 

A  certain  proportion  of  deaths  also  results  from  thrombi 
formed  in  the  vessels  of  the  tumor,  which,  becoming  de- 
tached, produce  emboli  and  infection  in  the  lungs  and 
other  viscera.  Besides  these  alterations  in  the  blood,  dege- 
nerative  changes  in  the  form  of  fatty  degeneration,  brown 
atrophy,  hyaline  degeneration,  and  atheroma,  have  been 
found  in  the  walls  of  the  heart  and  blood  vessels  in  numerous 
cases.  Over  fifteen  years  ago,  Hofmeier^  collected  seven 

'  Hofmeier,  M.,  Zur  Lehre  vom  Shock  (Ueber  Erkrankungen  der 
CircalatioDS-Organe  bci  Unterleibsgeschwiilsten),  Zeits,  fur  Geburisk 
».  Gpidk^  1885,  Band  xi.,  p.  366. 
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cases  of  uterine  fibromyoma,  in  one  of  which  sudden  death 
resulted  from  pulmonary  embolism,  in  two  from  a  high 
grade  fatty  degeneration,  and  in  foiu-  from  brown  atrophy 
of  the  heart  muscle. 

In  a  number  of  my  own  fatal  cases  the  immediate  cause 
of  death  was  the  rapid  onset  of  pulmonary  edema.  Whether 
in  those  cases  the  pulmonary  edema  was  an  extension  of  an 
embolic  process  in  the  lungs,  or  from  myocardial  degenera- 
tion, I  am  unable  to  say,  as  it  was  difficult  to  secure  thorough 
post-mortem  examinations. 

Carcinoma  and  Fibroma  being  such  common  diseases, 
it  would  be  expected  that  they  should  frequently  co-exist  in 
the  uterus.  In  proportion  to  its  relative  frequency,  the 
adeno-carcinoma  of  the  uterine  body  is  more  often  in  this 
association  than  is  the  more  common  squamous  epithelioma 
of  the  cervix.  That  the  irritative  action  of  a  fibroma  should 
predispose  to  the  development  of  the  adeno-carcinoma 
would  seem  slightly  less  plausible  than  that  laceration  of 
the  cervix  should  predispose  to  that  of  epithelioma  of  the 
v;.  cervix.  Clinical  experience  and  embryological  studies  both 
refute  the  idea,  however,  that  the  benign  tumor  may 
undergo  carcinomatous  transformation.  Indeed,  even  the 
penetration  of  the  capsule  of  the  fibroid  by  an  adjacent 
carcinoma  is  extremely  rare.  In  two  of  my  cases  the  carci- 
noma had  reached  the  capsule,  but  there  was  no  tendency 
to  penetrate  the  substance  of  the  fibromyoma.  Von  Reck- 
linghausen observed  several  cases  of  adeno-myomata  in 
which  the  glandular  tissue  present  seemed  to  have  acquired 
malignant  properties. 

Sarcomatous  degeneration  of  fibroids  would  seem  to  be 
possible,  yet  the  close  histological  similarity  between  fibro- 
and  spindle-celled  sarcoma  and  fibromyoma  renders  it 
difficult  for  the  pathologist  to  determine  whether  a  given 
growth  has  been  malignant  from  its  inception  or  has  been 
the  result  of  a  sarcomatous  degeneration  in  a  fibroid.  It  is 
generally  accepted,  however,  that  the  benign  tumor  may 
undergo  this  transformation. 
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Of  the  cases  of  epithelioma  of  the  cervix  complicating 
fibroid  tumor  of  the  uterus,  one  is  of  special  interest,  as  it 
occurred  in  a  virgin.  Miss  H.,  aged  54,  was  admitted  to 
the  hospital  March  26,  1901.  She  had  been  in  failing 
health  for  a  year,  the  prominent  symptoms  being  increased 
menstrual  flow,  dyspeptic  symptoms,  increasing  debility, 
inability  to  retain  urine,  and  neurasthenia.  On  examination 
there  was  found  an  epithelioma  of  the  cervix  complicating 
multiple  fibroid  tumors  of  the  uterus.  The  epithelioma  was 
first  curetted  and  burned  away.  Total  hysterectomy  was 
performed  on  the  28th.  An  enlarged  gland  was  found  over 
the  iliac  vessels.  This  was  removed,  and  under  micros- 
copical examination  proved  to  be  a  secondary  squamous 
celled  epithelioma.  A  good  recovery  followed,  with  the  dis- 
appearance of  all  symptoms. 

According  to  the  classical  teaching  concerning  the 
history  of  fibroid  tumors,  a  fatal  termination  is  very  rare. 
At  the  jM-esent  time  it  is  not  difficult  to  understand  why  this 
is  true,  because  when  the  condition  of  patients  suffering 
from  fibroid  tumors  becomes  grave,  whether  from  hemor- 
rhage, repeated  attacks  of  peritonitis,  disturbances  of  the 
digestive  organs,  of  the  vascular  system,  or  the  urinary 
organs,  they  are  submitted  to  operation.  Patients  operated 
upon  when  in  bad  condition  swell  the  mortality  of  opera- 
tions, and  also  greatly  increase  the  list  of  those  making  poor 
recoveries  after  operation.  Doubtless  in  the  future  the 
number  of  cases  dying  directly  as  a  result  of  fibroid  tumors 
or  their  complications  will  be  less  than  in  the  past,  because 
in  a  larger  percentage  an  early  operation  will  be  performed. 
Nevertheless,  numerous  cases  of  death  from  fibroid  tumors 
can  be  found  in  gynaecological  literature.  Bishop  ®  reports 
thirty-seven  fatal  cases  which  he  has  collected. 

If  the  cases  of  fibroid  tumor  of  the  uterus  which  have 
come  under  my  observation  can  be  taken  as  representing 
these  growths  as  a  class,  it  is  a  fair  conclusion  that  death 
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will  result  in  more  than  one-third  of  the  cases.  In  more 
than  one-fourth  of  the  cases  the  result  will  be  chronic 
invalidism.  This  percentage  of  invalids  would  be  increased 
by  the  percentage  of  cases  ultimately  ending  in  death,  so 
that  from  one-half  to  two-thirds  of  the  patients  having 
fibroid  tumors,  which  have  come  under  my  observation, 
have  been  confirmed  invalids.  Of  the  remainder,  about  one- 
third,  but  few  have  not  been  incommoded  to  a  considerable 
degree  as  a  result  of  the  presence  of  the  tumors.  The  per- 
centage of  cases  in  which  tumors  have  been  found  more  or 
less  accidentally  is  quite  small.  This  estimate  of  the  gravity 
of  fibroid  tumors  is  radically  opposed  to  the  classical  teach- 
ing upon  this  point. 

It  is  gratifying  to  contrast  the  results  which  can  be 
secured  through  the  resources  of  modern  gynecology  with 
those  which  follow  an  expectant  plan  of  treatment.  The 
mortality  of  hysterectomy  and  myomectomy  is  variously 
estimated  at  from  2  to  10  per  cent.  In  a  series  of  345  cases 
published  by  myself  in  1897, "  the  mortality  of  hysterectomy 
by  supravaginal  amputation  in  the  hands  of  five  American 
gynecologists  was  4*9  per  cent. ;  in  a  series  of  100  total 
hysterectomies,  the  mortality  was  10  per  cent.  In  a  collec- 
tion by  Olshaussen  ^®  of  806  cases  of  supravaginal  amputa- 
tion the  mortality  was  5*6  per  cetit.,  contrasted  with  a 
mortality  of  9*6  per  cent,  in  a  collection  of  520  cases  of 
total  extirpation.  According  to  Bishop  (/.  c.)  Mr.  Christopher 
Martin  reports  thirty-five  cases  of  total  extirpation,  with  a 
mortality  of  2*8  per  cent. ;  Doyen,  sixty  cases,  with  a 
mortality  of  2*6  per  cent ;  A.  Martin,  eighty-one  cases,  with 
a  mortality  of  7*4  per  cent.  The  advocates  of  vaginal 
hysterectomy  for  fibroid  tumors  report  equally  as  good> 


•  Noble,  Charles  P.,  "  The  Development  and  the  Present  Sutus  of 
Hysterectomy  for  Fibromyomata,"  Trans,  Amer,  Gynec.  Soc^  1897,  vol. 
xxii.,  p.  59. 
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if  not  better  results.  The  results  of  myomectomy  indicate 
that  enucleation  is  a  more  dangerous  operation  than  hysterec- 
tomy, although,  in  the  hands  of  trained  men,  the  results  are 
excellent.  Kelly  reports  ninety-seven  myomectomies,  with 
four  deaths.  This  is  to  be  contrasted  with  307  hystero- 
myomectomies,  with  fifteen  deaths,  or  a  mortality  of  4*8 
per  cent,  reported  in  1900.  MacMonagle^*  reports  sixty- 
five  cases  of  myomectomy,  with  no  death. 

From  these  reports  the  estimate  that  the  mortality  of 
hysterectomy  and  myomectomy  varies  from  2  to  10  per 
cent.,  depending  upon  the  gravity  of  the  cases,  upon  the 
operator,  and  upon  the  environment  in  which  the  opera- 
tions are  done,  is  quite  justified. 

We  are  now  able  to  contrast  the  mortality  of  fibroid 
tumors,  including  that  of  their  degenerations  and  complica- 
tions, with  the  mortality  of  operation — upwards  of  33*3  per 
cent.,  with  less  than  10  per  cent. ;  also  the  morbidity  incident 
to  the  history  of  fibroid  tumors  as  compared  with  that  which 
follows  operation,  in  which  the  comparison  is  very  much  in 
favour  of  operation.  From  all  the  facts  presented,  the  con- 
clusion is  inevitable  that  the  proper  treatment  of  fibroid 
tumors  of  the  uterus  is  their  early  removal.  Early  opera- 
tion not  only  greatly  lessens  the  mortality,  but  what  is 
of  more  importance,  it  saves  the  long  period  of  invalidism, 
which  is  otherwise  unavoidable. 

Believing  that  the  best  treatment  of  fibroid  tumors  in 
general  is  their  early  removal,  the  question  remains  whether 
there  are  no  exceptions  to  this  rule.  The  best  answer  to 
this  is,  that  each  case  must  be  decided  upon  its  merits.  It 
is  my  individual  experience  that  small  multinodular  sub- 
peritoneal fibroids  in  women  of  40  years  of  age  or  more  are 
the  least  apt  to  grow  and  to  cause  serious  symptoms.  Con- 
versely, submucous  and  intramural  fibroids  in  younger 


"  KcUy,  H.  A.,  "  Abdominal  Myomectomy,"  Tram,  Amer,  Gynec.  SoCy 
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women  are  the  most  apt  to  develop  and  to  cause  serious 
trouble.  It  has  been  my  experience  to  meet  with  but  few 
fibroids  which  were  not  producing  symptoms,  and  it  is, 
therefore,  my  belief  that  the  percentage  of  cases  is  small  in 
which  operation  is  not  more  advisable  than  expectancy. 

Mr.  BOWREMAN  Jessett  having  alluded  to  the  indebted- 
ness of  the  Society  to  Dr.  Noble  for  his  admirable  address, 
enhanced  by  his  having  come  to  this  country  to  deliver  it, 
said  that  he  would  not  by  any  means  advocate  the  removal 
.  of  all  myomatous  tumours,  but  he  thought  that  the  exces^ve 
conservatism  of  some  leading  obstetricians  was  detrimental. 
Four  years  ago  he  curetted  a  uterus,  and  material  taken 
from  the  fundus  proved  to  be  carcinomatous.    He  removed 
the  uterus,  and  the  growth  had  not  since  recurred.    In  that 
instance  the  patient  had  suffered  from  successive  haemor- 
rhages due  to  the  presence  of  myomata  for  two  or  three  years, 
and  yet  had  been  assured,  or  at  any  rate,  encouraged  to 
believe,  by  more  than  one  obstetrician  in  a  leading  position, 
that  the  tumours  would  disappear  at  the  menopause.  He 
thought  that  the  low  mortality  after  operations  for  myomata, 
in  skilled  hands — ^less  than  5  per  cent. — ^was  partly  due  to  the 
iate  Mr.  Lawson  Tait,  inasmuch  as  he  first  condemned  the 
indiscriminate  use  of  opiiun,  and  advocated  the  administra- 
tion of  an  aperient  two  days  after  operation.    With  regard  to 
the  complications  of  myomata,  he  had  only  once  seen  appen- 
dicitis as  such,  but  had  often  known  it  closely  simulate 
ovaritis.    A  patient  was  sent  to  him  suffering  from  acute  pain 
in  the  right  iliac  region,  due  presimiably  to  ovarian  irritation. 
The  pain  had  been  persistent  for  two  or  three  months.  He 
suggested  appendicitis  as  the  cause,  operated,  found  the 
appendix  acutely  bent  upon  itself,  and  firmly  adherent  to  the 
Fallopian  tube.    He  removed  both  structiures,  and  the  patient 
made  an  excellent  recovery.    In  a  second  case  a  parovarian 
cyst  and  carcinoma  of  the  uterus  were  superadded  to  the 
myoma.    Mr.  Jessett  removed  both  cyst  and  uterus  without 
difficulty.    In  a  third,  double  haematosaJpinx  was  present,  and 
an  operation  f)erformed  was  rendered  diiSicult  by  adhesions. 
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In  each  case  recovery  was  complete.  He  could  not  agree  with 
Dr.  Noble  as  to  the  rarity  of  sarcoma.  He  had  at  least  four 
specimens,  two  of  which  were  then  before  the  Society,  which 
showed  the  presence  of  sarcomatous  cells,  but  whether  as 
the  result  of  degeneration  in  the  myoma  or  of  indef)endent 
cvigin  he  was  not  prepared  to  say.  On  the  other  hand,  he 
had  not  met  with  more  than  two  or  three  cases  of  carcinoma, 
and  was  inclined  to  think  that  when  present  with  myoma 
there  was  no  relationship  between  them.  The  co-existence 
of  pregnancy  might  give  rise  to  serious  difficulty.  On  one 
occasion  he  believed  a  woman,  in  whom  he  found  two  large 
fibroids,  to  be  pregnant,  and  advised  the  postponement  of 
active  interference.  Three  weeks  later  the  patient  was  taken 
suddenly  ill,  had  a  severe  rigor,  and  appeared  in  great  dai^er. 
He  performed  hysterectomy,  and  removed  the  two  fibroids 
and  a  foetus  which  he  found  present  From  an  examination 
of  the  specimen,  which  was  before  the  Society  with  two 
others  of  a  similar  nature,  the  impossibility  of  a  safe  delivery 
at  term  would  be  manifest  The  three  patients  from  whom 
these  had  been  severally  removed  had  each  made  an  un- 
interrupted recovery.  He  had  no  doubt,  however,  that 
fibroids  did  decrease  in  size  after  parturition.  When  inter- 
ference was  necessary,  he  regarded  the  removal  of  the  uterus 
as  preferable  to  the  induction  of  abortion.  The  effect  of  the 
menopause  on  fibroids  had  been  worn  threadbare,  sometimes 
it  was  followed  by  a  decrease,  in  others  by  a  marked  increase 
in  the  size  of  the  tumour. 

Two  points  which  sometimes  determined  the  advisability 
of  operation  were  the  social  position  of  the  woman  and  the 
situation  of  the  tumour.  A  tumour  might  incapacitate  a  poor 
woman  from  obtaining  a  livelihood,  and  consequently  call 
for  operation,  whereas  it  might  only  occasion  her  wealthier 
sister  slight  inconvenience.  Subperitoneal  fibroids  grew  less 
quickly,  and  caused  less  mrgent  symptoms  than  those  of  sub- 
mucous or  intra-mural  origin,  and  therefore  rendered  opera- 
tive interference  less  frequently  necessary.  When,  however, 
severe  haemorrhage  occurred,  the  patient  became  anaemic  and 
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lost  strength  or  sepsis  supervened,  operation  should  be  re- 
sorted to  as  early  as  possible. 

Dr.  MacNAUGHTON-Jones  said  that  the  degeneraticHis 
and  associated  complications  of  uterine  myomata  was  the 
turning  point  upon  which  future  practice  would  in  great 
measure  depend.  The  majority  of  the  specimens  shown  at 
the  various  Societies  were  presented  merely  as  proofs  of  the 
operator's  dexterity,  and  no  doubt  were  interesting  from 
their  size,  or  from  the  point  of  view  of  technique;  but 
numbers  had  been  exhibited  unopened,  and  unaccompanied 
by  any  report  as  to  the  pathological  nature  of  the  growth. 
Innumerable  valuable  specimens  had  thus  been  destroyed,  the 
preservation  and  scientific  examination  of  which  would  have 
materially  altered  the  view  which  had  been  taken  with 
regard  to  the  treatment  of  myomata.  He  had  the  museums 
of  some  of  the  largest  London  hospitals  searched  with 
reference  to  the  subject,  and  also  the  museum  of  the 
College  of  Surgeons  of  England.  In  the  museum  of  the 
College  of  Surgeons  there  are  in  all  47  specimens  marked 
definitely  as  fibrous  tumours  of  the  uterus.  Of  these,  33  arc 
described  as  having  undergone  ulceration,  degeneration, 
having  been  complicated  by  adhesions,  pregnancy,  or  ovarian 
tumours  as  follows :  Pressure  on  uterus,  3  ;  calcification,  7  ; 
ulceration  of  the  tumour,  8 ;  ulceration  of  the  vagina,  2  ; 
cystic  degeneration,  5  ;  complicated  by  adnexal  disease;  4 ; 
myomata  seriously  complicating  pregnancy,  5. 

In  St.  Bartholomew's  Hospital  Museum  there  were 
examples  of  the  following  degenerations  and  complications : 
Cystic  degeneration,  3  ;  calcification,  2 ;  myomata  compli- 
cated with  disease  of  the  adnexa,  5  ;  myoma  with  cancer,  I  ; 
degenerating  jnyoma  with  cavity  containing  serous  fluid,  I. 

In  University  College  Hospital  Museum  there  were 
the  following :  Sloughing  myoma,  I  ;  fungoid  degeneration 
with  ulceration,  i ;  suppurating  myoma  with  calcareous 
degeneration,  I ;  calcareous  degeneration  with  adnexal  com- 
plications, 2 ;  calcareous  degeneration  alone,  5. 

In  the  Westminster  Hospital  Museum  there  is  i  specimen 
of  calcareous  degeneration. 
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In  Sl  George's  Hospital  Museum  there  are  4  specimens 
of  calcareous  degeneration  of  myomata,  2  of  myomata  compli- 
cated with  pregnancy,  i  of  myxomatous  degeneration,  and  i 
of  fibro-cystic  degeneration. 

In  King's  College  Hospital  Museum  there  were  none. 
Mr.  Cheatle  had  kindly  lent  him  one  of  carcinoma  and 
myoma. 

In  St  Mary's  Hospital  Museum  were  6  specimens  before 
the  Society. 

Those  from  the  Cancer  Hospital  were  also  before  the 
Society,  10  in  number  (Mr.  Jessett's). 

Considering  the  number  of  cases  which  pass  through  these 
hospitals,  the  inference  was  clear  that  a  huge  mass  of  material 
must  have  passed  unobserved  or  unrecorded. 

He  strongly  urged  that  all  specimens  exhibited  should  be 
accompanied  by  a  report,  setting  forth  not  only  the  patho- 
logical characteristics  of  the  ttmiour  itself,  but  also  any 
adnexal  or  other  complications  that  may  have  been  associated 
with  it.  Gynaecologists  would  then  have  definite  and  re- 
liable information  to  guide  them  Few  gynaecologists  now 
maintained  that  the  danger  from  a  myoma  was  lessened  by 
the  menopause.  Among  the  specimens  before  the  Society 
was  a  tumoiu:  which  he  had  removed  from  a  woman  who 
suffered  so  profoundly  from  anaemia,  that  it  was  with  great  ap- 
prehension he  had  decided  to  operate  upon  her.  The  tumour, 
a  multiple  myoma,  which  weighed  8  lbs.,  had  undergone 
mucoid  degeneration.  Rapid  increase  in  size  had  only  set 
in  after  the  menopause.  The  patient  made  an  uninterrupted 
recovery.  Another  important  point,  which  had  not  been 
sufficiently  elicited  by  Dr  .Charles  Noble,  was  the  distinct 
effect  which  the  presence  of  a  myoma  produced  upon  the 
mentalisation  of  a  woman  at  the  menopause.  It  was  a  point 
upon  which  psychologfists  were  agreed,  and  he  had  himself 
seen  two  or  three  instances  in  which  a  myoma  was  compli- 
cated by  actual  dementia,  and  one  by  mania  at  the  climateric. 
Eteleterious  mental  effects  resulted  both  from  the  constant 
introspection  induced  by  presence  of  the  tumour,  and  from 
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the  constitutional  and  other  conditions,  including  profound 
anaemia,  referred  to  by  Dr.  Noble 

Pain  in  walking  or  on  taking  exercise,  leading  to  de- 
terioration of  the  general  health,  constituted  another  serious 
consequence  of  myoma.  A  patient  under  Dr.  Macnaughton- 
Jones'  care,  had  such  pain  in  the  hip,  that  a  strong  suspicion 
of  joint  disiease  was  entertained  A  myoma  was  discovered* 
and  removed  At  the  operation  an  adeno-myomatous  ovary 
was  found  jammed  down  on  the  nerves,  accounting  for  the 
pain  and  lameness.  The  latter  tumour,  which  was  on  the 
table,  so  closely  resembled  a  malignant  growth  in  its  charac- 
teristics^  that  a  special  committee  had  been  appointed  to  in> 
vestigate  it  The  decision  arrived  at  was  that  it  was  an 
adeno-myoma. 

A  very  important  consideration  was  the  frequency  with 
which  errors  in  diagnosis  were  made  by  the  most  experienced 
gynaecologists.  Sarcomatous  and  carcinomatous  ovaries  had 
often  been  mistaken  for  myomatous  tumours,  and,  imder  the 
impression  that  the  tumour  was  harmless,  interference  had 
been  postponed  until  operation  had  become  impracticable,  or 
possibly  till  death  had  intervened  to  settle  the  question.  Dr. 
Noble  had  said  that  the  penetration  of  the  capsule  of  a  fibroid 
by  adjacent  carcinoma  was  very  rare.  On  the  table  was  a 
specimen  of  his  (Dr.  Macnaughton-Jones*)  in  which  that  inva- 
sion was  manifested  There  was  a  distinct  passing  in  of  the 
carcinomatous  tissue  into  the  myomatous  growth.  While  ad- 
mitting that  the  condition  of  sarcomatous  degeneration  did 
occm:,  he  held  that  it  was  very  rare. 

In  short,  the  crucial  point  was  no  longer  what  percentages 
could  be  brought  forward  by  operators  to  show  their  skill  and 
the  ease  with  which  such  tumours  can  be  removed  These 
were  matters  of  history.  What  had  to  be  decided  was  the 
attitude  which  gynaecologists  should  adopt  in  reference  to 
the  treatment  of  these  growths  in  consequence  of  the  fact 
which  had  now  been  definitely  established,  that  many  of  the 
ttmiours  contained  in  themselves  or  in  their  complications, 
the  inherent  elements  of  death,  or  at  all  events  of  invalidism, 
misery,  or  it  might  be  of  torture,  rendering  the  woman  useless 
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to  herself,  to  her  family,  and  to  society.    Such  a  woman  was 
an  oppfFobrimn  to  the  surgical  art. 

Mrs.  SCHARLIEB  believed  that  a  certain  number  of  fibro- 
mycHOoata  did  decrease  in  size  at  the  menopause,  yet  waitii^ 
for  that  event,  and  the  very  problematical  benefit  produced 
by  it,  involved  serious  risks.  In  this  connection  she  quoted 
the  case  of  a  lady,  considerably  over  50  years  of  age,  with  an 
apparently  quiescent  myoma  reaching  to  thfe  level  of  the 
umbilicus,  who  had  consulted  her  six  months  or  more 
previously.  The  patient  had  passed  the  menopause,  and  was 
in  a  fair  state  of  health.  She  promised  to  return  in  a  short 
while,  but  failed  to  do  so.  Recently  she  had  an  urgent 
summons  to  attend  her,  and  found  her  suffering  from  pleurisy, 
thrombosis  of  both  femoral  veins,  and  severe  abdominal 
pain  and  sickness.  Her  pulse  was  rapid,  and  her  temperature 
102  to  105  degrees.  Her  whole  condition  indicated  that 
there  was  considerable  septic  absorption,  and  was  such  as  to 
render  immediate  surgical  relief  hardly  practicable.  After 
the  lapse  of  a  month  her  condition  had  somewhat  improved, 
and  Mrs.  Scharlieb  removed  the  myoma,  which  contained 
several  cavities  fiUed  with  offensive  fluid.  The  patient  made 
a  tedious  though  complete  recovery,  and  Mrs.  Scharlieb 
regretted  she  had  not  advised  operation  when  first  consulted. 
She  noticed  that  the  youngest  patient  in  Dr.  Noble's  series 
was  17  years  of  age.  She  had,  with  Mrs.  Stanley  Boyd's 
assistance,  removed  a  tumour  from  the  anterior  wall  of  the 
uterus  of  a  girl  aged  15.  They  were  able  to  bring  the  edges 
of  the  incision  of  the  uterine  muscle  together,  and  leave  the 
patient  with  uterus,  ovaries,  and  tubes  complete.  Referring 
to  the  relative  frequency  of  sarcomatous  and  carcinomatous 
d^eneration,  sarcomatous  cells  were  inherently  more  likely  to 
replace  those  of  a  fibro-myoma,  and  she  had  seen  several 
sudi  cases,  whereas  she  had  seen  only  one  case  in  which  a 
&bro-myoma  had  been  invaded  by  carcinoma. 

Mrs.  Stanley  Boyd  referred  to  the  great  difficulty  of 
determining  the  original  nature  of  a  tumour  said  to  have  i 
undergCMie  sarcomatous  degeneration,  especially  in  hospital 
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patients  who  usually  came  with  a  tumour  already  laige.  For 
example,  a  patient,  aged  50,  recently  came  under  her  observa- 
tion with  a  large  tumour  producing  severe  haemorrhage.  It 
first  became  apparent  six  months  after  the  menopause.  From 
the  rapidity  of  growth  it  was  suspected  to  be  of  a  sarcomatous 
nature,  and  such  it  proved  to  be.  It  would  be  difi&cult  to  say, 
however,  whether  such  a  tumour  w5s  a  sarcoma  ab  initio^  or 
a  fiibroid  which  had  undergone  sarcomatous  degeneration  and 
rapid  enlargement  Curetting  she  regarded  as  an  extremely 
unsatisfactory  method  of  arresting  the  haemorrhage  produced 
by  a  fibroid    Its  effects  were  never  permanent 

Dr.  Heywood  Smith  thought  that  fibroids  did  un- 
doubtedly decrease  in  size  after  parturition,  though  possibly 
there  was  an  initial  increase  during  pregnancy.  He  thought 
the  surgeon  might  with  advantage  avoid  interferirg  were 
pregnancy  a  probable  contingency,  if  the  uterus  were  not 
much  enlarged,  or  if  the  tumom:  were  flattened  Curettix^ 
should  be  entirely  suppressed  in  cases  of  haemorrhage  from 
fibroid  tumours. 

Dr.  Herbert  Snow  said  there  were  four  ways  in  which 
a  fibroid  tumour  of  the  uterus  might  be  related  to  malignancy, 
only  one  of  which  could  properly  be  spoken  of  as  a  process  of 
degeneration.  A  tumour  might  be  of  thte  soft,  solitary, 
cedematous  variety.  These  began  at  an  early  age,  were 
always  attended  by  hypertrophy  of  the  uterus,  and  in  their 
later  stages  by  an  immense  secretion  of  serum,  so  that  the 
tumour  on  section  lost  about  one-fourth  of  its  bulk.  At  the 
last  meeting  he  had  suggested  the  term  "  Monoma  *'  for  such 
tumours.  They  were  malignant  from  their  first  appearance, 
inasmuch  as,  though  not  primarily  sarcomatous,  they  in- 
variably proved  fatal  in  a  comparatively  short  time,  unless 
removed.  Then  there  were  the  common,  hard,  multiple 
fibroids,  which  in  a  few  rare  instances  became  myo-sarco- 
matous.  Such  a  change  might  truly  be  spoken  of  as  de- 
generation. Thirdly,  a  myoma  might  be  present,  merely  as 
a  coincidence,  in  a  uterus  in  which  there  was  a  carcinoma. 
Lastly,  a  myoma  might,  by  the  irritation  and  congestion 
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which  it  produced,  induce  the  development  of  carcinomatous 
disease.  He  agreed  with  Dr.  Noble  and  Dr.  Macnaughton- 
Jones  as  to  the  importance  of  early  operation,  and  of  not 
relying  upon  any  beneficial  results  which  might  follow  the 
menopause.  At  the  same  time  he  would  point  out  that  a 
number  of  corpulent  women  of  advanced  age  had  multiple 
myomata  which  apparently  produced  no  symptoms. 

Dr.  Macpherson  Lawrie  believed  that  fewer  opera- 
tions would  be  performed  for  myoma  uteri  in  years  to  come 
than  at  the  present  time,  though  in  poor  women  he  quite 
agreed  that  operative  measures  might  be  relatively  more 
frequently  necessary.  If  a  fibroid  and  some  other  condition 
co-existed,  the  latter  was  not  ipso  facto  the  result  of  the 
former.  He  had  frequently  seen  a  fibroid  undergo  a  marked 
diminution  in  size  after  pregnancy. 

Mr.  Skene  Keith  pointed  out  that  when  a  fibroma  was 
present  the  menopause  rarely  took  place  before  the  age  of 
54,  and  he  was  convinced  that  its  late  appearance  gave  rise 
to  a  false  impression  that  the  tumours  did  not  diminish  in  size 
at  this  period.  By  a  series  of  careful  observations  made 
before  and  after  pregnancy,  he  had  satisfied  himself  that 
tumours  did  become  smaller  after  parturition.  He  recom- 
mended operation  in  a  certain  number  of  cases,  but  he  held 
very  strongly  that  the  majority  of  fibroid  tumours  of  the 
uterus  did  not  require  it.  The  mortality  given  (2  to  10 
per  cent)  was  a  fair  one,  but  implied  a  risk  to  which,  in 
ordinary  cases,  he  would  not  advise  a  patient  to  subject 
herself. 

Mr.  Stanley  Boyd  felt  that  a  large  number  of  the 
complications  which  Dr.  Noble  had  mentioned  were  acci- 
dental The  etiology  of  a  certain  number  was  obvious,  as 
for  example,  necrosis.  Again,  inflammation  might  easily 
spread  from  the  uterus  to  the  Fallopian  tubes,  endometritis 
leading  to  salpingitis,  the  contents  of  the  tube  becoming 
infected  with  pyococci  or  the  bacillus  coli  communis.  But 
such  a  condition  as  cancer  could  hardly  be  regarded  as 
the  result  of  degenerative  changes,  it  being  of  epiblastic 
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origin,  while  fibro-myomata  were  of  mesoblastic  Though 
it  was  conceivable  that  the  irritation  produced  by  a  myoma 
might  give  rise  to  cancer,  he  did  not  beUeve  that  increased 
vascularity  tended  to  do  so,  seeing  how  very  much  more 
vascular  other  regions  were  without  increased  liability 
to  such  a  change.  No  developmental  difficulty  presented 
itself  with  regard  to  sarcomatous  degeneration.  Mesoblastic 
tissue  already  growing  abnormally  might,  without  violating 
the  laws  which  embryology  seemed  to  have  established, 
become  malignant  in  natmre.  He  was  rather  in  favour  of 
the  view  that  malignant  disease  of  the  cervix,  and  also  appen- 
dicitis, were  accidental  complications,  but  was  open  to  admit 
that  a  causal  relationship  might  possibly  exist  between  these 
conditions  and  fibroid  tumoiurs.  It  was  a  point  which  would 
be  finally  settled  only  by  the  accumulation  of  statistical  evi- 
dence, such  as  that  brought  forward  by  Dr.  Charles  Noble. 
Referring  to  the  specimens  which  he  had  placed  before  the 
Society  that  evening,  he  said  one  was  very  remarkable.  It 
had  been  removed  from  a  woman  45  years  of  age,  of  small 
stature,  in  proportion  to  which  her  abdomen  was  huge. 
GBdema  reached  up  to  the  level  of  the  axilla.  The  patient 
could  not  rise  from  bed.  She  only  passed  3^  ounces  of 
urine,  containing  1*5  per  cent,  of  urea,  in  the  twenty-four 
hours  before  operation.  He  proceeded  to  perform  a  hasty 
laparotomy,  and  opened  the  peritoneum  before  recc^ising 
that  he  had  reached  it.  Twenty-four  pints  of  putrid  fluid 
escaped.  He  inserted  a  large  drainage  tube  and  closed  the 
abdomen,  making  the  sutures  above  and  below  the  tube 
sufficiently  tight  to  keep  the  edges  of  the  wound  closely 
applied  to  it ;  he  then  carried  the  free  end  into  a  large  bottle. 
Two  quarts  drained  away  during  the  first  night,  and  the 
swelling  rapidly  diminished  in  the  course  of  the  next  fort- 
night, while  the  patient's  condition  progressively  improved 
At  the  end  of  that  time  he  determined  to  remove  what  he 
believed  to  be  an  ovarian  cyst.  The  tumour  proved  to  be  a 
large,  very  slightly  vascular  cyst.  Other  large  soft  masses 
occupied  the  utero-vesical  connective  tissue  interval  and  both 
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broad  ligaments.  Hysterectomy  was  thus  necessitated 
The  uterus  contained  in  its  walls  a  sloughing  but  not  offen- 
sive fibroid  The  patient  made  a  good  recovery.  The 
character  of  the  large  tumour  appeared  to  be  unique. 
Whether  the  absence  of  vascularity  was  the  cause  of  the 
degeneration  he  was  not  prepared  to  say. 

Dr.  Noble,  in  reply,  said  that  his  paper  was  essentially 
an  analysis  of  his  own  experience.  It  was  not  his  object  to 
establish  that  if  a  woman  had  a  hbroid  she  usually  developed 
appendicitis,  ovarian  disease,  or  cancer  vice  versd.  He  merely 
pointed  out  that  in  his  experience,  and  in  the  experience  of 
others  who  had  kept  careful  records,  in  a  large  number  of  any 
hundred  consecutive  cases  in  which  hbroid  tumours  were 
found,  some  other  disease  was  also  present.  In  a  large  per- 
centage of  cases,  therefore,  a  fibroid  tumour  could  neither  be 
regarded  nor  treated  as  a  separate  entity.  For  example,  he 
by  no  means  maintained  that  there  was  a  causal  relationship 
between  fibroid  tumours  of  the  uterus  and  carcinoma.  He 
simply  recorded  the  fact  that  in  twelve  women  who  had 
passed  under  his  observation  the  two  diseases  co-existed,  and 
that  consequently  the  proportion  of  those  having  fibroid 
tumours  in  whom  operation  was  necessary  had  been  corres- 
pondingly increased  Dr.  Snow  had  stated  that  a  large 
number  of  corpulent  women  died  having  fibroid  tumours 
{Hiesent  which  had  never  produced  any  symptoms.  What 
had  then  led  to  the  holding  of  an  autopsy?  That  there 
were  many  such  cases,  or  many  in  which  the  tumours 
had  been  discovered  accidentally,  were  traditions,  the  truth 
of  which  had  not  been  borne  out  by  experience.  He  agreed 
with  Mr.  Jessett  that  the  term  conservative  as  applied  in 
gynecological  surgery  was  a  misnomer,  and  thought  that  the 
word  expectant  should  be  substituted.  Correctly  speaking, 
that  treatment,  whether  operative,  medicinal,  or  by  rest,  was 
most  conservative  which  best  preserved  the  life  or  health  of 
the  patient.  That  he  had  advocated  indiscriminate  hysterec- 
tomy was  a  misapprehension.  Technique  was  outside  the 
scope  of  the  paper,  and  he  had  merely  touched  upon  it,  but 
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he  felt  that  earlier  operative  interference  would  in  many  cases 
in  which  hysterectomy  was  as  yet  unnecessary,  render  pos- 
sible treatment  by  myomectomy,  the  patient  retaining  the 
uterus  and  ovaries,  while  being  saved  from  years  of  in- 
validism. As  to  sarcomatous  degeneration,  its  frequenc)' 
was  a  question  for  pathologists  to  decide.  He  bad  seen 
one  case  where  the  diagnosis  was  positive,  and  one  in 
which  it  was  problematical.  He  referred  to  the  statistics 
of  the  Johns  Hopkins*  Hospital  and  of  certain  German 
clinics  in  support  of  the  opinion  that,  with  improved 
methods  of  examination,  true  sarcomatous  degeneration 
proved  to  be  very  rare.  The  curette  he  would  use  only  in 
cases  of  marked  anaemia.  It  was  palliative  at  best,  and  its 
use  involved  a  definite  risk  of  infection.  Respecting  the 
psychical  effect  of  the  presence  of  a  tumom:,  he  thought  that 
in  a  considerable  percentage  of  cases,  where  fibroids  were  of 
long  standing  and  were  complicated  by  anaemia,  the  mental 
state  of  the  patient  was  not  sound,  but  he  cotild  only  recall 
two  cases  in  which  there  was  absolute  mania. 


SPECIMENS  SHOWN  AT  THE  MEETING. 
The  Prbsidbnt  :  Necrobiotic  Degeneration  with  Pregnancy. 
Dr.  Stanmore  Bishop  :  Calcareous  Degeneration,  General  Necrosis,  Ixicalised 

Necrobiosis,  Cystic  Degeneration. 
Dr.  William  Duncan  :  Mucoid  Degeneration,  Cystic  Degeneration  (2),  Cystic 

Fibroids  in  Broad  Ligament  from  the  Cervix  Uteri. 
Dr.  Handfibld  Jones  (St.  Mary's  Hospital  Museum) :  Cystic  Degenention, 

Calcareous  Degeneration  (3),  Myoma  with  Pregnancy,  Adenomatoiu  Cystic 

Uterus,  Polypi  and  Malignant  Ulcer. 
Dr.  Mayo  Robson:  Specimens  of  Sarcomatous,  Telangiectatic,  Cystic,  Cal- 
careous, and  Suppurative  Degeneration. 
Dr.  Macnaughton-Jonks  :  Necrobiotic  and  Calcareous  Degeneration,  Multiple 

Myoma  with  Mucoid  Degeneration,  Fibro- Adenoma  of  Ovary,  complicaliDg 

Myoma,  Myoma  with  Carcinoma. 
Dr.  PURKFOY :  Telangiectatic  Degeneration. 

Dr.  Herbert  Snow  and  Mr.  Charles  Ryall  :  Uterine  Monoma,  Malignant 

Myoma— Soft  CEdematous  Myoma  (2). 
Mr.  BowREMAN  Jessett  :  Cystic  and  Sarcomatous  Degeneration,  Sarcomatous 

Degeneration,  Carcinomatous  Degeneration,  Myoma  of  Uterus,  with  Preg- 

lumcy  (3),  (with  other  Specimens). 

Mrs.  Scharlieb:  Sarcomatous  D^eneiation,  Soft,  CEdematous,  Mucoid  De- 
generation. 

Mr.  Targett  :  Cystic  Degeneration,  Calcareous  Degeneration. 
Dr.  Giles  :  Cystic  Degeneration. 


specimens 


BRITISH  GYNAlCOLOGICAL  SOCIETY. 

Thursday,  October  io,  1901. 

J.  A.  MANSELL  MOULLIN,  M.A.,  M.R.C.P.,  President, 
IN  THE  Chair. 

Exhibition  of  Specimens. 
Some  Unusual  Gynaecological  Cases. 
By  H.  Macnaughton-Jones,  M.D.,  M.Ch.R.U.I.,  F.R.C.S.I. 

Primary  Tuberculous  Pyosalpinx, 

The  tumour  (fig.  i)  was  removed  from  a  young  lady, 
aged  22.  She  had  been  married  for  two  years  and  a 
half  at  the  time  of  operation,  and  had  completed  her 
first  pregnancy  at  the  end  of  the  first  year  of  her  married 
life.  She  was  brought  to  me  by  Dr.  Disney  in  January, 
1901,  and  complained  of  considerable  and  constant  pain 
in  the  left  side,  with  inability  to  walk  and  dyspareunia. 
The  catamenia  had  been  regular  and  normal.  On  examina- 
tion I  found  the  adnexa  on  the  left  side  much  enlarged, 
softened,  and  very  sensitive.  The  right  were  not  en- 
larged, but  I  could  distinctly  feel  adhesions.  I  advised 
immediate  operation,  either  exploration  by  colpotomy  or 
abdominal  coeliotomy,  the  affected  adnexa  to  be  dealt  with 
either  by  removal  or  resection,  according  to  circumstances. 
This  was  practically  agreed  to,  but  operation  was  subse- 
quently declined  by  the  advice  of  a  distinguished  obstetric 
physician  who  saw  her  immediately  after  I  did,  and  who 
expressed  the  hope  that  by  rest  and  a  course  at  Woodhall 
Spa,  none  would  be  required. 

I  did  not  see  the  patient  again  until  July  10,  1901.  I 
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operated  on  her  the  next  day.    Pain  had  then  been  for 
some  time  agonising,  and  she  herself  demanded  operation.  | 
The  condition  of  the  right  adnexa  can  be  judged  from  the 
specimen  (fig.  i).    The  Fallopian  tube  was  distended  with  | 
pus,  forming  a  long  crescentic  swelling  an  inch  and  a  half 
in  diameter  at  its  widest  part,  the  surface  of  the  tube  being  | 
adherent,    The  right  ovary,  though  fixed  by  some  adhesions, 
was  healthy.    A  large  perimetric  cystoma  had  formed 
behind  the  meso-salpinx,  between  the  distended  tube,  the 
ovary,  and  the  adjacent  viscera.    Mr.  Targett  examined  the  ! 
specimen  for  me.   The  following  is  the  conclusion  of  his 
report  : — 

"The  external  surface  of  the  specimen  is  covered  with 
thin  fibrous  adhesions  in  which  many  miliary  tubercles  are 
embedded.  The  lumen  of  the  tube  is  filled  with  thick 
caseous  pus,  and  the  inner  surface  is  shaggy  from  ulceration 
of  the  mucous  membrane.  There  is  very  little  thickening 
of  the  wall  of  the  tube  anywhere,  and  in  some  parts  it  is 
much  thinned  by  distension  and  ulceration.  Microscopical 
sections  of  the  undilated  uterine  end  of  the  tube  exhibit 
general  thickening  of  the  mucous  membrane  and  infiltra-  j 
tion  with  miliary  tubercles.  The  epithelial  lining  is  for 
the  most  part  intact." 

This  is  the  second  case  I  have  had  of  primary  tuber-  , 
culosis  of  the  Fallopian  tube  in  a  young  woman  otherwise 
in  perfect  health,  and  without  any  hereditary  history  of 
tuberculous  disease.  The  first,  which  I  elsewhere  reported 
in  fuU,^  was  complicated  with  haematosalpinx.  The  par-  , 
ticulars  of  this  case  speak  for  themselves.  The  patient 
made  an  uninterrupted  recovery. 

Large  Hernia  following  repealed  Cocliotomies — Operation, 

This  was  the  largest  post-operative  hernia  I  have  ever 
seen.    The  drawing,  which  was  taken  from  a  photograph, 

*  "  Diseases  of  Women,"  Eighth  Edition,  p.  622.    London  :  Bailli^c, 
Tindall,  and  Cox. 


Figs.  5  and  6.  Fibromyoma  of  uterus  growing  from  the  broad  ligament 
weighing  28^  pounds.— Removal  and  complete  recovery. 


Fig.  3. — After  operation.    (From  Photograph.) 
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gives  a  fairly  good  idea  of  its  extent.  When  1  saw  the 
patient  in  May  of  the  present  year  the  bowel  was  down  in 
a  large  sac,  which  protruded  over  the  pubes,  covered  only  by 
the  integument  (figs.  2  and  3).  A  large  space  of  several  inches 
separated  the  recti  muscles  and  fascia.  The  bowel  appeared 
to  be  adherent  in  parts  to  the  parietal  covering.  She  had 
been  subject  to  recurrent  attacks  of  severe  pain  due  to 
attacks  of  subacute  peritonitis,  and  had  to  be  confined  to 
bed  for  several  weeks  before  operation.  The  old  cicatrix 
extended  from  a  short  distance  below  the  umbilicus  to 
about  two  inches  above  the  pubes.  I  did  not  learn  until 
the  day  of  the  operation  (September  2, 1891)  that  the  patient 
had  undergone  three  previous  operations,  and  that  on  the 
last  occasion  the  abdominal  wound  had  been  closed  with- 
out sutures,  the  parts  having  been  brought  together  by 
adhesive  plaster  only. 

Operation. — I  carefully  incised  the  skin  (c  c,  fig.  4)  in 
the  middle  line  over  the  cicatrix,  and  by  a  cautious  dis- 
section separated  it  from  the  bowel,  which  was  imme- 
diately subjacent  and  in  parts  adherent  to  it.  When  I  had 
reflected  back  the  skin  to  the  extent  of  some  three  inches 
at  either  side  (c^)  dense  fascia  (6)  was  exposed,  con- 
tinuous with  the  peritoneum  and  the  sheath  of  the  rectus 
(a  a).  This  fascia  also  was  raised  and  reflected  back,  the 
dissection  including  a  portion  of  the  sheath  of  the  rectus. 
All  bleeding  points  from  adhesions  of  the  bowel  were 
secured.  The  omentum  and  bowel  were  covered  with  a 
sterilised  napkin  wrung  out  of  warm  formalin  solution,  and 
mattress  sutures  were  then  carried  from  side  to  side  in  the 
following  manner  : — Two  straight  ovariotomy  needles  were 
attached  to  a  fairly  strong  silver  wire  suture,  one  at  either 
end.  The  needles  were  then  passed,  in  a  parallel  direction, 
from  before  backwards  through  the  sheath  and  inner  border 
of  one  of  the  recti  muscles,  across  the  middle  line,  and 
then  from  behind  forwards  through  the  corresponding 
structures  on  the  opposite  side.  Six  such  sutures  were  in- 
serted alternately  from  either  side  (see  fig.  4),  and  a  single 
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strong  wire  was  passed  at  the  upper  and  lower  angles  of 
the  wound.  The  central  sutures  were  separated,  and  the 
napkin  readily  withdrawn  between  them.  They  were  then 
tightened,  and  the  ends  twisted  and  cut  close,  were  buried 
in  the  recti  muscles.  The  sheath  of  the  rectus  of  either  side 
with  the  muscle  and  the  underlying  peritoneum,  were  thus 
brought  into  apposition,  leaving  a  raised  flap  of  fascia 


which  projected  for  the  entire  length  of  the  incision.  This 
was  paired,  made  to  overlap,  and  closed  with  silkworm  gut 
sutures,  which  were  then  cut  short.  The  skin  margins  were 
then  united.  There  was  no  trouble  whatever  after  the  opera- 
tion, which  the  patient  bore  remarkably  well.  She  has  since 
left  this  country  on  a  long  voyage. 
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Very  large  Fibromyoma — Hysterectomy — Recovery. 

The  patient  from  whom  this  tumour  was  removed  was  a 
multipara,  aged  50.  Her  last  pregnancy  was  in  1890.  She 
had  never  suffered  any  particular  pain,  and  cannot  date  the 
commencement  of  the  growth.  She  noticed  an  enlarge- 
ment some  two  years  since,  but  only  within  the  last  few 
months  had  there  been  a  rapid  increase  in  size.  The 
catamenia  had  been  irregular  in  occurrence  and  quantity, 
and  there  was  considerable  loss  a  few  days  before  operation. 

On  examination,  a  large,  movable,  semi-solid  abdominal 
tumour  was  found,  apparently  associated  with  the  uterus, 
the  cavity  of  which  was  over  five  inches  in  length.  The 
abdomen  was  enlarged  much  beyond  the  size  of  that  of  the 
full  term  of  pregnancy.  I  operated  on  September  12,  the 
patient  having  full  knowledge  of  the  dangers  connected  with 
removal  of  the  growth.  The  enormous  tumour  was  found 
free  from  adhesions,  a  broad  pedicle  attached  it  to  the  left 
broad  ligament,  and  there  was  a  separate  attachment  to  the 
uterus.  The  capsule  having  been  completely  detached  by  a 
circular  incision,  and  stripped  down,  the  tumour  was  deliv- 
ered  through  an  incision  reaching  from  below  the  ensiform 
cartilage  to  the  pubes.  The  attachment  to  the  uterus 
was  first  secured,  and  supravaginal  hysterectomy  com- 
pleted. The  broad  ligament  pedicle  was  then  ligatured  in 
s^ments,  and  the  tumour  detached.  After  its  removal,  it 
was  found  that  the  bladder  had  been  opened.  The  wound 
was  closed  by  catgut  sutures  and  a  catheter  retained.  The 
operation  lasted  altogether  for  two  hours,  and  during  the 
last  half  hour  subcutaneous  (sub-mammary)  injections  of 
artificial  serum  were  maintained.  The  anaesthetic  given 
was  chloroform.  There  was  dangerous  collapse  on  the 
delivery  of  the  tumour,  and  again  towards  the  close  of  the 
operation.  As  there  was  some  bleeding  from  the  bladder, 
it  was  washed  out  at  intervals  with  a  solution  containing 
thirty  minims  of  liquid  extract  of  suprarenal  capsule.  The 
tumour  proved  to  be  a  solid  fibromyoma,  and  weighed 
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28^  lbs.  Its  size  and  shape  can  be  estimated  from  the 
accompanying  drawings  from  photographs  (figs.  5  and  6). 
The  table  on  which  the  tumour  rests  measures  16  ins.  by 
16  ins.   (The  uterus  and  the  adnexa  are  not  shown). 

The  patient  has  made  an  excellent  recovery. 

The  President  said  the  size  of  the  hernia  in  Dr. 
Macnaughton-Jones'  second  case  rendered  it  peculiarly 
interesting,  the  difficulty  experienced  in  radically  curing  a 
hernia  depended  in  great  measure  on  its  size.  Under 
similar  circumstances  he  would  himself  have  used  catgut, 
which  for  many  reasons  he  preferred  to  silver  wire. 

Dr.  Fenwick  regarded  the  procedure  followed  in  closing 
the  hernia  as  decidedly  ingenious,  but  the  use  of  silver  wire 
as  introducing  a  risk  not  attending  the  use  of  catgut. 

Dr.  Travers  said  that  in  two  cases  under  his  care 
silver  wire  had  remained  in  the  abdominal  wall  for  two  and 
three  months  respectively  without  producing  ill  eflFects.  In 
a  third  case  in  which  he  employed  silver  wire  sutures,  the 
patient  returned  after  the  lapse  of  five  months  to  have  them 
removed,  but  was  so  adverse  to  the  step  that  Dr.  Travers 
consented  to  their  remaining  untouched,  as  they  had  pro- 
duced no  inconvenience.  In  this  instance  he  had  removed 
a  large  cyst  containing  six  pints  of  fluid.  On  the  eighth  or 
ninth  (day  after  operation,  when  the  bandage  was  removed, 
the  wound  was  found  to  gape  widely,  and  he  consequently 
employed  silver  wire  to  close  it.  He  could  see  no  reason 
why  it  should  not  have  been  employed  in  the  case  under 
discussion. 

Dr.  Heywood  Smith  said  that  silver  wire  had  been 
introduced  and  advocated  as  a  suture  in  plastic  operations 
on  the  vagina  by  Marion  Sims,  and  he  had  found  it  the 
least  irritating  substance  it  was  possible  to  use  and  it  was, 
moreover,  easily  removed. 

Mr.  Ryall  said  that  he  had  assisted  Dr.  Macnaughton- 
Jones  when  operating  on  the  hernia-case.  The  operation 
was  rendered  peculiarly  difficult  by  the  dissection  which  the 
reflection  of  the  skin  involved,  the  latter  being  adherent  to 
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the  subjacent  peritoneum.  He  regarded  that  as  the  most 
interesting  feature  of  the  case. 

Dr.  Hodgson,  referring  to  the  specimen  in  the  third 
case  described,  said  it  was  the  largest  solid  fibroid  tumour 
which,  to  his  knowledge,  had  been  brought  before  the 
Society,  having  been  removed  from  a  patient  who  had 
survived  operation  for  any  length  of  time. 

Case  of  Double  Hydrosalpinx.  Under  the  care  of 
Charles  Ryall,  F.R.C.S.,  Surgeon  to  the  Cancer 
Hospital,  and  to  the  Gordon  Hospital  for  Diseases 
of  the  Rectum. 

A*  H.,  aged  35,  married,  was  admitted  into  hospital 
complaining  of  great  abdominal  pain,  vomiting,  and  exces- 
sive loss  at  the  menstrual  periods. 

History  of  Present  Illness. — Five  years  ago  she  was  seized 
with  sudden  acute  pain  in  the  abdomen,  vomiting,  and 
copious  bleeding  from  the  vagina.  This  attack,  which 
lasted  three  weeks,  came  on  at  a  time  when  the  catamenia 
were  not  due.  It  was  followed  by  others  which  recurred 
with  increasing  frequency  and  severity,  and  at  length  the 
interval  might  be  as  little  as  two  weeks.  The  catamenia 
were  irregular,  excessive,  attended  by  the  passage  of  large 
clots,  and  lasted  seven  to  eight  days.  The  patient's  past 
history,  excluding  three  miscarriages,  the  last  of  which  took 
place  seven  years  previously,  was  fairly  good.  There  was 
great  tenderness  in  the  right  iliac  fossa.  An  elastic,  uniform 
rounded  tumour  could  be  felt  rising  out  of  the  pelvis  to 
within  one  and  a-half  inches  of  the  umbilicus.  Bimanually 
it  was  found  presenting  in  Douglas's  pouchy  and  its  very 
limited  mobility  indicated  its  intimate  connection  with  the 
uterus.   The  sound  could  be  passed  three  and  a-half  inches. 

operation^  October  i,  1901. — The  abdomen  was  opened 
in  the  middle  line,  the  omentum  found  attached  to  the 
parietes,  and  the  tumour  hidden  from  view  by  adherent 
coik  of  small  intestine.    On  freeing  these  a  double  hydro- 
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salpinx  was  revealed.  The  right  tube  lay  tightly  adherent 
at  the  bottom  of  Douglas's  pouch,  and  was  overlapped  by 
the  left.  The  latter,  which  was  first  dealt  with,  was  re- 
moved by  enucleation,  after  division  of  the  peritoneum  of 
the  meso-salpinx  had  been  effected.  The  right  tube  was 
removed  en  masse.  The  tumour  on  the  left  side  was 
the  size  of  an  average  cocoanut,  and  that  on  the  right  of  a 
big  pear.  Considerable  oozing  resulted  from  the  breaking 
down  of  the  adhesions,  and  there  was  also  a  good  deal  from 
the  sac  of  the  left  distended  tube,  so  drainage  was  resorted 
to.  An  opening  was  made  through  the  posterior  fornix 
into  the  vagina,  and  a  second  in  the  posterior  wall  of  the 
oozing  sac,  and  from  the  latter  a  strip  of  gauze  was  carried 
into  the  vagina.  The  abdomen  was  closed  in  three  layers, 
and  the  drain  removed  in  forty-eight  hours.  The  patient 
made  an  uninterrupted  recovery.  • 

Dr.  Heywood  Smith  said  that  in  his  experience  it  was 
quite  possible  to  stop  haemorrhage,  and  it  was  preferable, 
when  one  could  arrest  it,  to  close  the  wound  without 
making  a  counter  opening  in  the  vagina.  Doyen,  to  arrest 
haemorrhage,  packed  swabs  forcibly  into  the  pelvis  and  left 
them  there  until  the  operation  was  concluded.  He,  Dr. 
Heywood  Smith,  had  given  tincture  of  matico  an  extensive 
trial,  and  regarded  it  as  a  capital  styptic,  and  as  one,  more- 
over, the  use  of  which  was  not  attended  with  any  bad  results. 
Mrs.  Scharlieb  had  used  it  at  his  suggestion  and  had  also 
formed  a  high  opinion  of  it 

Dr.  Travers  said  that  he  had  used  matico  on  several 
occasions,  and  that  it  had  in  many  cases  saved  the  necessity 
of  draining. 

Mr.  Ryall,  in  reply,  said  that  he  had  employed  both 
pressure  and  heat,  but  that  both  had  failed  to  arrest  the 
haemorrhage. 
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Cystic  Sarcoma  of  the  Right  Ovary— Removai^ 
Recovery.  Under  the  care  of  F.  A.  Purcell,  M.D., 
M.Ch.,  Surgeon  to  the  Cancer  Hospital. 

The  specimen  shown,  weighed,  twenty-four  hours  after 
removal,  7  lbs.  15  ozs.  Its  circumference,  measured  at  its 
greatest  diameter,  26|  inches,  and  at  its  least  18  inches. 

Eliza  C,  aged  52,  single,  a  prison  officer,  was  admitted 
to  the  Cancer  Hospital,  September  24,  1901.  She  stated 
that  since  the  menopause,  which  occurred  six  years  pre- 
viously, she  had  lost  nothing;  that  prior  to  this  she  had 
always  suflFered  from  dysmenorrhcea,  and  that  during  the 
ten  years  immediately  preceding  the  menopause  the  men- 
strual discharge  had  been  more  copious  than  in  earlier  life. 
For  five  or  six  years  she  had  been  growing  stouter.  She 
had  su£Fered  from  abdominal  pain,  however,  for  a  consider- 
able time  before  any  swelling  became  evident.  The  tumour, 
when  first  detected,  was  about  the  size  of  a  hen's  egg.  She 
had  also  experienced  a  feeling  of  weight  in  the  abdomen, 
and  this  had  become  more  noticeable  during  the  last  two 
years.   The  bowels  and  bladder  had  been  normal. 

The  patient  was  observed  to  be  well  nourished,  and  to 
be  unable  to  lie  fiat  on  account  of  the  dyspnoea  produced. 
The  abdomen  was  much  distended,  the  superficial  veins 
enlarged  and  the  umbilicus  flattened.  A  movable  tumour, 
about  the  size  of  a  football,  was  situated  in  the  right  hypo- 
chondrium,  extending,  however,  across  the  middle  line  and 
three  inches  above  the  umbilicus.  It  was  hard  generally, 
but  cystic  in  parts.  A  good  deal  of  ascitic  fluid,  the 
presence  of  which  denoted  the  malignant  nature  of  the 
growth,  masked  its  extent  laterally.  The  uterus  was  felt, 
per  vaginafftf  to  be  drawn  up,  but  to  be  separate  from  the 
tumour.  The  sound  passed  2^  inches.  The  heart,  kidneys 
and  liver,  were  normal. 

On  October  2,  the  patient  being  under  ether,  the  abdo- 
men was  opened  in  the  middle  line.  The  omentum, 
adherent  in  many  places  to  the  tumour,  was  peeled  off  and 
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ligatured.  The  pedicle,  four  to  six  inches  in  breadth,  was 
secured  in  sections,  divided,  and  the  stump  covered  by 
peritoneum.  Several  openings  which  had  been  made  in  the 
omentum  were  closed  with  catgut,  any  tags  present  were  cut 
away,  and  all  bleeding  points  secured.  The  ascitic  fluid 
was  cleaned  out,  the  left  ovary  examined  and  found  normal, 
and,  finally,  the  abdominal  wall  was  closed  in  the  usual  way. 
The  patient  made  an  uneventful  recovery,  the  temperature 
never  rising  above  normal. 

Large  Intracystic  Mammary  Sarcoma. 

Dr.  Herbert  Snow  exhibited  a  large  breast,  the  heaviest 
he  had  ever  had  occasion  to  excise,  which  had  been  removed 
owing  to  the  presence  of  an  intra-cystic  sarcoma.  The 
specimen,  even  after  the  escape  of  a  considerable  amount 
of  fluid,  weighed  6  lbs.,  12  ozs.  For  comparison  he  showed 
the  photograph  in  situ  of  another  such  growth,  which  had 
been  subsequently  removed  and  found  to  weigh  4  lbs.  4  ozs. 
The  patient  was  an  eccentric  maiden  lady,  aged  52,  whose 
breast  had  been  the  site  of  a  tumour  for  at  least  twenty 
years,  the  late  Sir  James  Paget  having  then  advised  its 
removal.  The  mass  was  mobile.  Large  vessels  covered 
the  surface  of  the  skin,  which,  however,  was  not  ulcerated. 
There  were  no  enlarged  glands.  Operation  was  resorted  to 
only  when  the  pain  from  distension  became  agonising.  The 
growth,  a  congeries  of  cysts  filled  with  pulpy  tissue,  on 
microscopical  examination  showed  the  usual  characters  of 
a  rapidly  growing  spindle-celled  sarcoma. 

The  patient  made  a  favourable  recovery.  It  was  remark- 
able that  no  rise  of  temperature  had  taken  place  during 
convalescence,  the  chart,  which  was  also  before  the  Society, 
showed  that  this  had  been  sub-normal  throughout. 

flbromyoma   simulating  appendicitis  and  causing 
Intestinal  Obstruction. 

By  W.  Travers,  M.D.,  F.R.C.S.,  &c. 
I  was  summoned,  a  few  months  since,  late  at  night,  to 
see  a  lady's-maid  suffering  from  very  acute  abdominal  pain 
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—this  was  the  fourth  day  of  the  attack.  She  was  a  martyr 
to  constipation,  and  despite  strong  aperients  and  enemata, 
had  had  several  severe  attacks  of  "  obstruction/'  in  one  of 
which,  two  years  since,  a  fatal  sequence  was  feared ;  the  pain 
and  tenderness  accompanying  them  were  always  in  the  right 
side.  I  found  a  tall,  slightly  built  woman,  aged  40,  with 
an  anxious  flushed  face,  expressive  of  much  pain,  decubitus 
dorsal  with  flexed  knees,  respiration  quick  and  shallow, 
pulse  100,  temperature  100°.  She  had  been  once  sick. 
The  abdomen  was  slightly  tympanitic,  and  scarcely  moved 
in  respiration,  not  doing  so  at  all  over  the  right  iliac 
quadrant.  The  patient  dreaded  to  be  touched,  being  very 
tender  all  over,  and  especially  in  this  region.  There  was 
general  resonance,  but  percussion  gave  a  wooden  note  over 
the  same  part,  where  too,  although  pain  prevented  at  all 
careful  palpation,  there  was  a  distinct  feeling  of  resistance 
as  if  there  were  solid  matter  beneath.  The  upper  line  of 
this  space  was  clearly  defined  by  an  apparently  rounded 
thickening.  The  attack  had  begun  with  more  than  usually 
severe  constipation  and  pain ;  vigorous  treatment  with 
drugs  had  produced  two  free  evacuations  on  that  (the 
fourth)  day,  with  exacerbation  of  all  the  symptoms.  The 
lower  bowel  was  empty  and  ballooned ;  on  the  right  side 
high  up,  some  fulness  could  be  felt.  On  very  careful 
inquiry,  there  was  found  to  be  no  history  of  any  past  or 
present  uterine  fault,  and  as  she  was  then  menstruating  no 
vaginal  examination  was  made.  The  symptoms  pointed  to 
appendicial  trouble,  and  her  condition  was  sufficiently 
severe  to  call  for  surgical  interference.  At  that  late  hour 
(11.30  p.m.)  and  under  the  novelty  of  the  circumstance  to 
those  about  her — ^all  her  friends,  too,  living  a  long  way  off 
— 1  felt  justified  in  leaving  her  for  the  night,  having  ordered 
opium  gr.  \  ;  codeina,  gr.  \  ;  ext.  belladonnae,  gr.  at  once, 
the  dose  to  be  repeated  each  fourth  hour.  She  was  carefully 
swathed  in  cotton  wool. 

I  saw  her  again  at  8  a.m.  Although  her  symptoms  were 
not  more  urgent  no  one  of  them  had  abated.  The  pulse  and 
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temperature  were  the  same  as  on  the  previous  night.  The 
acute  pain  had  been  relieved  by  the  pills  and  she  had  had 
some  very  broken  sleep ;  however,  she  looked  certainly  worse, 
even  to  her  mistress's  eyes.  She  had  been  sick  once  again, 
but  there  was  more  distension,  and  no  flatus  had  passed. 
I  emphatically  urged  an  operation  at  once,  but  under  the 
circumstances  suggested  that  she  should  have  the  benefit 
of  another  opinion  and  wished  that  Doctor  Schacht  should 
see  her  with  me ;  this  was  cordially  agreed  to,  and  he  met 
me  half  an  hour  later.  His  views  coincided  with  mine  as 
to  the  course  to  be  pursued  and  as  to  the  probable  cause 
of  the  condition.  We  proceeded  to  operate,  my  friend  Mr. 
Barton,  of  Redcliffe  Gardens,  kindly  giving  the  anaesthetic. 
A  four-inch  curvilinear  incision,  outside  the  right  rectus 
muscle  and  ending  about  the  middle  of  Poupart's  ligament, 
was  made  down  to  the  peritoneum.  This  membrane  was 
found  injected  and  thickened,  and  on  incising  it  the  sub- 
peritoneal tissue  was  noted  to  be  very  adherent  to  the  bowel 
underneath  by  both  recent  and  earlier  adhesions ;  on 
separating  these  with  the  fingers,  a  large  mass  of  scirrhus- 
like  hardness  was  felt  closely  attached  to  the  bowel,  to  its 
outer  side,  and  adherent  to  the  pelvic  wall.  By  carefully 
tearing  through  the  adhesions  this  growth  was  with  some 
difficulty  brought  through  the  wound,  now  increased  in 
length  for  the  purpose,  when  it  was  found  to  be  closely 
bound  to,  but  not  incorporated  with,  ihe  colon  wall.  The 
ascending  colon  and  caecum  were  very  injected  and  dilated, 
but  otherwise  healthy.  There  was  a  good  deal  of  free 
oozing — the  mass,  evidently  a  fibroid,  was  carefully  cleared 
from  its  surroundings,  a  kind  of  pedicle  was  formed  and 
tied,  and  the  tumour  removed.  The  wound  was  carefully 
closed  and  the  patient  placed  in  bed.  On  after  examination 
the  fibroid  was  found  to  have  no  real  pedicle.  That  which 
had  been  ligatured  consisted  only  of  a  rope  of  thickened 
cellular  tissue  containing  blood  vessels.  She  gave  me  no 
anxiety  throughout  her  convalescence.  She  regained 
strength  slowly,  and  we  had  some  trouble  with  the  action 
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of  the  bowels,  but  at  no  time  was  there  the  difficulty  which 
she  had  previously  experienced.  She  is  now  performing 
all  the  duties  of  her  office  without  discomfort,  and  her 
constipation  is  easily  overcome.  When  I  was  called  in  to 
see  her  it  was  impossible  to  palpate  sufficiently  carefully  to 
discover  the  growth,  even  though  it  was  of  such  a  size  as 
the  tumour  before  the  Society. 

Dr.  Travers,  replying  to  Dr.  Heywood  Smith,  said  there 
was  no  connection  between  the  uterus  and  the  tumour. 
The  latter  was  surrounded  by  cellular  tissue  containing 
numerous  blood  vessels,  and  in  pulling  it  out  an  artificial 
pedicle  of  these  structures  was  formed,  but  there  was  no 
pedicle  in  the  usual  acceptation  of  the  word.  There  was  no 
fibroid  present  in  the  uterus. 

Mr.  Ryall  thought  that  the  frequency  of  the  pulse 
(only  icq)  completely  justified  Dr.  Travers  in  the  course  he 
pursued  on  the  first  evening.  The  pulse  was  the  only 
reliable  source  of  information  in  such  a  case.  He  had  it 
invariably  charted  for  the  first  four  days  after  an  abdominal 
operation. 

After  further  discussion  Dr.  Travers  replied.  He  thought 
that  the  character  as  well  as  the  frequency  of  the  pulse 
should  be  taken  into  consideration,  though  he  cordially 
agreed  with  the  remarks  which  had  fallen  from  Mr.  Ryall. 
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ORIGINAL  COMMUNICATIONS. 

Notes  on  Some  Complications  which  Occasionally 
Exist  Concurrently  with  Fibro-Myomata  of  the 
Uterus. 

By  Frederick  Bowreman  Jessett,  F.R.C.S. 

Surgeon  to  the  Caruer  Hospital  and  the  Gordon  Hospital  for  Fistula. 

The  treatment  of  fibro-myomata  of  the  uterus  has  of 
late  been  so  thoroughly  thrashed  out,  that  it  would  seem 
somewhat  superfluous  to  write  further  upon  the  subject* 

The  importance  of  the  matter  and  the  rapid  strides 
which  have  been  made  of  late  years,  however,  would  in 
itself  be  an  excuse  for  bringing  the  subject  before  the  pro- 
fession again,  but  in  this  paper  I  intend  to  confine  myself 
to  the  mention  of  various  cases,  which  have  come  under 
my  own  observation,  of  certain  complications  which  are 
not  infrequently  met  with  when  operating  for  the  removal 
of  these  growths ;  complications  many  of  which  are  quite 
unsuspected  by  the  operator,  and  which  frequently  tax 
his  ingenuity  and  resources  to  the  utmost. 

The  complications  I  purpose  discussing  to-day  are  : — 

(1)  Ovarian  cysts. 

(2)  Hydrosalpinx. 

(3)  Pyosalpinx. 

(4)  Appendicitis. 

(5)  Tumour  in  broad  ligament. 

(6)  Adhesions  to  the  intestines. 

(7)  Adhesions  to  the  bladder. 

(8)  Hypertrophy  of  the  bladder. 

(9)  Implication  of  a  ureter. 
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(10)  Pregnancy. 

(11)  Tubal  gestation. 

(12)  Multiplicity  of  myomata. 

(13)  Malignancy. 

Ovarian  cysfs  are  not  frequently  present  in  conjunction 
with  myomata  of  any  very  great  size,  although  it  is  very 
common  when  operating  for  ovariotomy  to  find  sundry 
small  myomata  studding  the  uterus ;  these,  however,  give 
rise  to  no  trouble  or  anxiety.  But  when  one  is  operating 
on  a  large  myomatous  uterus  and  a  good-sized  ovarian  cyst 
is  met  with,  then  it  is  that  the  surgeon  may  experience 
some  trouble,  especially,  as  occasionally  occurs,  these  cysts 
are  filled  with  a  thick  colloid  substance  which  will  not  run 
through  the  trocar,  and  it  is  very  undesirable  that  it  should 
escape  into  the  peritoneal  cavity.  I  have  had  two  cases 
under  my  care ;  in  one  the  cyst  was  filled  with  a  clear, 
straw-coloured  fluid,  and  the  other  a  multilocular  cyst 
filled  with  colloid  material.  In  the  first  case  the  cyst  was 
diagnosed  before  the  operation,  and  at  the  operation  was 
tapped  in  the  ordinary  way  and  the  cyst  removed  without 
trouble,  subperitoneal  hysterectomy  being  performed  at 
the  same  time.  This  patient  made  an  uneventful  recovery. 
The  other  case  was  of  very  much  more  serious  character, 
and  owing  to  adhesions  to  the  intestines  and  omentum 
much  difl&culty  was  experienced  in  its  removal.  This 
complication  was  not  diagnosed  before  operation,  it  being 
looked  upon  as  a  large,  rapidly-growing,  soft  myoma  of  the 
uterus.  The  patient  was  a  married  woman,  aged  35  ;  no 
children.  Mother  said  to  have  died  of  an  abdominal 
tumour.  She  always  enjoyed  good  health  until  the  last 
year,  when  she  suffered  a  good  deal  from  menorrhagia. 
Has  noticed  herself  becoming  stouter  for  the  last  seven  or 
eight  months ;  latterly  the  enlargement  of  her  abdomen  has 
increased  very  rapidly.  On  examination  a  large  tumour 
was  seen  extending  to  about  two  inches  above  the  um- 
bilicus, smooth,  and  fairly  movable.  By  bi-manual  ex- 
amination the  tumour  seemed  to  move  with  the  uterus, 
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and  although  very  hard  in  the  vagina,  there  appeared  to  be 
some  slight  elasticity  in  the  whole  tumour.  By  abdominal 
examination  there  was  no  definite  sign  of  any  division  in 
the  tissues,  and  the  growth  was  looked  upon  as  one  of 
soft,  rapidly-growing  myoma.  1  advised  early  operation. 
On  opening  the  abdomen  the  tumour  at  once  presented 
itself,  and  was  clearly  cystic.  On  passing  the  hand  around 
it,  several  adhesions  were  encountered  connecting  it  with 
the  omentum  and  parietes;  these  were  broken  down. 
Then  it  was  discovered  that  another  tumour,  which  was 
hard  and  resisting,  existed  in  the  pelvis.  Having  separated 
all  the  adhesions,  I  pushed  a  large-sized  trocar  into  the  | 
cyst,  but  nothing  escaped,  and  I  found  I  had  to  deal  with 
a  multilocular  colloid  cyst  of  the  ovary.  By  enlarging  the 
abdominal  incision  this  was  delivered,  and  with  some  diffi- 
culty, owing  to  adhesions  of  the  cyst  to  the  uterine  myoma, 
the  pedicle  was  ligatured  and  the  cyst  removed.  The 
myomatous  uterus  was  next  removed  by  ligaturing  the 
broad  ligaments  and  dividing  the  cervix  subperitoneally. 
Unfortunately  a  quantity  of  the  colloid  material  had  escaped 
into  the  abdominal  cavity.  This  was  swabbed  out  with 
gauze  as  cleanly  as  it  was  possible,  the  peritoneum  carefully 
sutured  over  the  floor  of  the  pelvis,  and  a  gauze  drainage 
tube  introduced  into  the  lower  angle  of  the  abdominal 
wound.  The  patient  made  a  tedious  recovery,  but  is  now,  a 
little  more  than  a  year  after  the  operation,  in  the  enjoyment 
of  good  health. 

In  this  case  it  will  be  observed  although  a  quantity 
of  colloid  material  escaped  into  the  abdomen,  I  did  not 
attempt  to  flush  the  cavity  out  with  water  or  saline  fluid  ; 
this  process,  which  was  so  insisted  upon  by  Tait  and  other 
gynaecologists  of  his  year,  has  now  dropped  comparatively 
into  disuse  by  most  gynaecologists  of  the  present  day,  as 
there  is  no  doubt  that  this  very  washing  out  was  a  means 
of  conveying  the  deleterious  material  into  various  pouches 
in  distant  parts  of  the  abdomen,  which  would  otherwise 
be  uncontaminated.    It  is  therefore,  in  these  cases,  and 
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also  in  cases  of  pyosalpinx,  better  before  attempting  to 
remove  the  diseased  parts,  to  pack  cyanide  or  sterilised 
gauze  well  in  between  them  and  the  intestines  so  as  to  com- 
pletely shut  them  off  from  any  contamination  in  case  of 
rapture.  Should  rupture  occur,  and  the  contents  of  the 
cyst  escape  into  the  peritoneal  cavity,  it  should  be  carefully 
swabbed  out  with  gauze  after  removal  of  the  diseased  tissues, 
and  if  thought  desirable,  a  gauze  drainage  introduced  ;  this, 
however,  is  very  seldom  required. 

In  coeliotomies  I  have  nearly  abandoned  the  use  of 
sponges  for  that  of  cyanide  gauze.  This  should  be  cut  about 
four  feet  long  and  folded  into  four,  so  that  we  have  square 
folds  of  about  a  foot  square.  Have  from  nine  to  a  dozen 
of  these  neatly  folded  and  placed  at  hand  in  a  vessel,  so 
that  nobody  touches  them  but  yourself ;  they  are  easily 
packed  around  the  intestines,  and  as  one  piece  is  taken  out 
it  is  placed  into  a  receiver  provided  for  the  purpose,  so 
that  at  the  end  of  the  operation  the  number  of  pieces  pro- 
vided may  be  accounted  for  before  closing  the  abdomen. 

Pyosalpinx.  Only  one  case  of  pyosalpinx  in  con- 
nection with  myomata  has  come  under  my  observation. 
This  was  the  cause  of  some  considerable  difficulty  in 
diagnosis.  The  patient  was  26  years  of  age,  and  had  been 
married  five  months ;  had  been  quite  regular  until  her 
niarriage,  but  had  only  seen  her  periods  once,  and  that 
very  slightly  after  marriage,  until  the  last  month,  when 
she  had  had  more  or  less  constant  blood-stained  vaginal 
discharge,  accompanied  by  great  pain  in  the  left  iliac  region. 
She  had  a  temperature  varying  from  100°  to  102"*  F.)  and 
said  she  had  had  slight  shivering  once  or  twice. 

When  I  saw  her  she  looked  very  ill.  On  abdominal 
examination  a  rounded  swelling  was  noticed  above  the  pubes 
extending  slightly  to  the  right  of  middle  line  ;  on  palpation 
much  pain  was  caused  on  pressure,  especially  in  the  left 
iliac  region,  the  swelling  above  the  pubes  was  hard  and 
resisting.  Per  vaginam,  a  soft  swelling  was  felt  in  the  pouch 
of  Douglas,  more  so  to  the  left  side,  it  was  very  painful. 
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By  bi-manual  examination  this  swelling  was  apparently 
in  the  broad  ligament  and  was  attached  to  the  uterus,  the 
tumour  above  the  pubes  was  also  distinctly  connected  with 
the  uterus.  The  diagnosis  of  this  case  was  very  obscure, 
I  was  inclined  to  think  it  was  a  ruptured  tubal  pregnancy 
with  fibro-myoma  of  the  uterus ;  in  any  case,  owing  to  the 
condition  of  the  patient,  early  operation  was  indicated.  On 
opening  the  abdomen  the  tumour  presented  itself,  there 
evidently  was  considerable  amount  of  peritoneal  inflamma- 
tion, the  intestines  being  adherent  by  recent  adhesions, 
which  were  readily  broken  down.  On  passing  the  hand  into 
the  pelvis  behind  the  tumour  it  was  found  that  there  was 
a  quantity  of  adhesions  binding  down  the  uterus,  fortunately 
these  were  readily  broken  down,  when  a  large  mass  was  felt 
in  the  left  side,  which  with  some  difficulty  was  released  and 
then  the  tube  was  brought  into  view  ;  this  was  ligatured  close 
to  the  uterus  and  removed.  Unfortunately  in  getting  this 
out  it  burst  and  a  quantity  of  foul-smelling  pus  escaped, 
this  was  carefully  wiped  out.  On  examining  the  left  tube  it 
was  found  to  be  distended  and  very  adherent,  this  was  also 
removed.  The  question  then  arose  whether  to  attempt  to 
remove  the  myomatous  uterus,  and  it  was  decided  under  the 
circumstances  of  the  condition  of  the  patient,  which  was 
very  feeble,  and  the  fact  that  a  quantity  of  pus  had  escaped 
into  the  peritoneal  cavity,  it  would  be  wiser  to  leave  the 
uterus  and  its  fibroids  in  situ.  A  small  gauze  drainage  was 
inserted  into  Douglas's  pouch  and  brought  out  of  the  lower 
angle  of  the  wound,  this  was  removed  in  forty-eight  hours, 
as  the  patient's  condition  was  everything  that  could  be 
desired  and  the  temperature  had  dropped  to  normal,  and 
there  was  only  a  very  slight  sero-sanguine  discharge  drainage 
by  the  gauze.  This  patient  made  an  uneventful  recovery. 
I  saw  her  some  few  months  after  the  operation  and  was 
pleased  to  find  the  myoma  had  considerably  diminished  in 
size,  and  I  shall  hope  to  hear  that  it  will  give  her  no  further 
trouble. 

Appendicitis, — I  have  only  seen  one  case  in  which  appen- 
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dicitis  existed  as  a  complication  with  myomata.  This  was 
a  case  of  a  young  woman  who  consulted  me  for  pain  in  the 
right  iliac  region,  she  had  high  temperature  and  a  rapid 
pulse.  There  was  considerable  tenderness  on  pressure  over 
the  right  iliac  region  and  some  fulness.  She  was  kept  in 
bed  and  treated  for  a  short  time,  the  pain,  however,  continu- 
ing, it  was  decided  to  operate.  On  opening  the  abdomen 
and  searching  it,  for  the  appendix  was  found  to  dip  down- 
wards and  inwards,  was  of  the  size  of  a  little  finger,  and 
localised  peritonitis  around,  it  formed  adhesions  to  the 
neighbouring  parts  ;  on  separating  these  and  gently  drawing 
the  appendix  outwards,  it  was  found  firmly  adherent  to  a 
substance  more  deeply  seated  in  the  pelvis.  This  proved  to 
be  the  right  tube,  with  which  it  was  firmly  united  by  strong 
adhesions.  The  tube  was  also  much  inflamed  and  thickened. 
I  ligatured  the  tube  close  to  the  uterus  and  removed  it  with 
the  appendix  ;  it  was  then  discovered  that  there  were  well 
marked  myomata  connected  with  the  uterus ;  they  were  not  of 
any  great  size,  however,  and  had  caused  no  symptoms,  and 
it  was  agreed  it  would  be  better  to  leave  them  alone.  The 
patient  made  an  uneventful  recovery,  and  I  have  heard 
nothing  of  her  since.  It  is  readily  conceivable  that  had  the 
myomata  of  the  uterus  been  of  considerable  size  before  the 
appendicitis  declared  itself,  that  very  serious  complications 
may  have  arisen. 

Broad  ligament  cysts  or  fibroids. — These  are  not  infre- 
quently found  in  connection  with  myomata  of  the  uterus, 
and  often  give  rise  to  great  difficulty  in  the  performance  of 
hysterectomy.  If  they  are  of  any  considerable  size,  and 
situated  as  they  usually  are,  on  one  side  only,  it  will  be 
found  desirable,  indeed  absolutely  necessary,  to  free  the 
uterus  on  the  opposite  side  by  ligaturing  and  dividing  the 
broad  ligament  as  well  as  the  uterine  artery  on  that  side, 
and  then  dividing  the  cervix  if  it  is  decided  to  perform  the 
subperitoneal  operation,  or  opening  up  the  vaginal  roof 
if  panhysterectomy  is  preferred,  and  then  removing  the 
uterus  and  broad  ligament  tissues  from  below  upwards, 
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clamping  the  uterine  and  ovarian  arteries  before  dividing 
them ;  they  can  be  readily  ligatured  after  the  tumour  is 
removed.  In  this  operation  a  large  opening  is  necessarily 
made  in  the  peritoneum,  which  must  be  most  carefully 
closed  by  a  continuous  suture  of  No.  i  Chinese  silk.  In  my 
opinion  in  these  cases  it  is  always  desirable  to  perform 
panhysterectomy,  as  by  this  means  a  free  drainage  is 
secured  through  the  vagina,  a  matter  of  very  great  im- 
portance, as  frequently  there  is  considerable  oozing,  which 
would  probably  result  in  the  formation  of  haematocele,  if 
the  subperitoneal  operation  was  performed. 

Adhesions  to  omentum  and  intestines. — Adhesion  of  the 
tumour  to  the  omentum  is  not  uncommonly  met  with,  and 
need  cause  no  anxiety,  as  it  is  easy  to  ligature  the  omentum 
in  segments  and  release  it  from  the  tumour.  Adhesion  to 
the  intestines  is,  however,  of  very  much  more  serious  im- 
portance. Fortunately,  in  myomata  pure  and  simple^ 
adhesions  are  not  at  all  common  ;  but  when  the  intestines 
are  found  firmly  adherent,  as  they  not  infrequently  are,  it 
requires  the  greatest  delicacy  of  manipulation  to  detach 
them ;  this  is  most  readily  effected  by  using  a  sponge  or 
pellet  of  gauze,  and  gently  peeling  the  intestine  from  the 
tumour.  In  some  cases  it  is  impossible  to  do  this  without 
tearing  through  the  coats  of  the  intestine,  which  necessarily 
is  a  very  serious  complication,  and  the  utmost  care  must  be 
taken  to  close  the  opening  at  once.  This  is  best  done  by 
first  uniting  the  mucous  membranes,  after  the  parts  are 
thoroughly  cleansed,  with  a  continuous  No.  i  silk  suture, 
then  introducing  a  number  of  Halstead  blanket  stitches  out- 
side, so  bringing  together  a  large  surface  of  peritoneum. 
Should  there  be  any  oozing  from  the  surface  from  which 
the  adhesions  have  been  detached,  it  may  usually  be  readily 
stopped  by  the  application  of  tincture  of  matico,  by  means 
of  a  piece  of  gauze,  soaked  in  the  tincture,  being  dabbed  on 
the  surface. 

A  far  more  serious  complication  than  mere  adhesion  of 
the  intestine  occurred  in  my  practice  some  years  ago.    I  n 
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this  case  the  transverse  colon  was  completely  imbedded 
between  two  large  fibroids,  so  much  so  that  the  distal  por- 
tion of  the  intestine,  which  ^was  drawn  quite  taut  over  the 
lower  tumour  and  placed  behind  and  in  close  juxtaposition 
to  the  left  broad  ligament,  was  enclosed  in  the  ligature  which 
was  placed  round  the  ovarian  artery  and  tube,  and  divided, 
and  a  similar  accident  occurred  on  the  right  side.  The 
tumour,  a  very  large  one,  was  removed,  everything  appear- 
ing satisfactory,  and  the  abdomen  closed.    On  examination 
of  the  tumour,  afterwards,  it  was  found  to  our  amazement 
and  horror  that  a  piece  of  the  transverse  colon  was  deeply 
embedded  in  the  tumour  between  two  large  tissues.  The 
patient  was  replaced  on  the  table  and  a  search  made  for  the 
divided  ends  of  the  colon ;  these  it  was  found  impossible 
to  unite,  so  the  proximal  end  was  brought  out  at  an  open- 
ing in  the  right  flank  and  fastened  to  the  wound,  and  the 
divided  end  of  the  distal  portion  invaginated  on  to  the 
intestine  and  stitched  over.   This  patient,  who  was  a  single 
woman  with  very  thick  fat  parietes  and  a  large  quantity 
of  fat  in  the  omentum  and  meso-colon,  lived  for  five  days 
afterwards  and  then  succumbed.    The  interesting  point 
in  the  case  was  that  there  had  never  been  any  symptoms 
of  intestinal  obstruction  or  any  particular  trouble  with 
the  bowels.    The  tumour  weighed  just  over  10  lbs.  and 
consisted  practically  of  two  distinct  growths,  one  arising 
from  the  anterior  surface  of  the  uterus,  and  presenting  in 
front,  and  the  other  arising  from  the  posterior  surface  and 
pushing  up  behind  the  colon  and  transverse  meso-colon, 
then  pushing  forwards,  thus  completely  burying  the  trans- 
verse colon  between  the  two  tumours.    The  transverse 
meso-colon  was  stretched  over  the  posterior  tumour;  it 
u-as  mistaken  for  the  omentum,  and  was  divided  and  peeled 
carefully  back,  and  ligatured  in  segments;  the  colon  was 
also  considerably  stretched,  and  on  the  left  side  was  of 
very  small  calibre. 

Adhesions  of  the  bladder. — It  would  be  more  correct 
to  describe  these  as  due  to  the  bladder  being  drawn  up  on 
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the  tumour.  This  complication  is  comparatively  common, 
but  must  always  be  borne  in  mind  when  operating,  as  other- 
wise it  is  quite  possible,  in  stripping  down  the  anterior  flap 
of  peritoneum  before  removing  the  tumour,  that  the  bladder 
may  be  torn  or  even  divided — ^several  such  cases  have  been 
recorded  ;  should  the  bladder  be  opened  it  is  hardly  neces- 
sary to  say  it  must  be  at  once  closed,  first  by  a  continuous 
suture  uniting  thie  mucous  membrane  along  the  whole  length 
of  the  opening  and  then  by  another  layer  of  interrupted 
blanket  sutures,  being  careful  to  see  that  the  mucous  mem- 
brane is  completely  turned  inwards  into  the  bladder.  It  is 
always  wise  in  these  cases  to  introduce  a  self-retaininji 
catheter  for  some  days,  so  as  to  keep  the  bladder  quite  empty. 

The  bladder  often  is  found  to  be  enormously  distended, 
especially  in  cases  of  impacted  tumours  in  the  pelvis ;  a  well 
marked  case  came  to  my  notice  a  short  time  since.  A  single 
woman,  aged  42,  was  sent  to  consult  me  respecting  an 
enlargement  of  the  abdomen  from  which  she  had  suffered 
for  about  five  months;  she  attributed  it  to  a  chill,  after 
which  she  was  troubled  by  somewhat  frequent  desire  to 
micturate,  which  gradually  increased,  but  she  said  she  always 
passed  plenty  of  water,  it  was  quite  clear  and  caused  her 
no  pain  in  passing.  She  suffered  from  constipation  ;  cata- 
menia  quite  regular.  On  abdominal  examination  a  large 
prominent  tumour  was  at  once  evident,  smooth  and  occupy- 
ing the  lower  part  of  the  abdomen,  extending  as  high  as 
the  umbilicus  and  into  either  flank.  Distinct  and  well 
marked  fluctuation  was  present;  the  tumour  had  every 
appearance  of  a  large  unilocular  ovarian  cyst.  On  vaginal 
examination  I  noticed  a  little  urine  escaping  from  the 
urethra,  and  on  passing  the  finger  into  the  vagina  a  hard 
tumour  was  felt  occupying  the  pelvis  and  closely  connected 
with  the  uterus.  Bearing  in  mind  the  history  of  the  case 
I  deemed  it  advisable,  before  arriving  at  a  definite  opinion, 
to  pass  a  catheter  into  the  bladder,  notwithstanding  the 
patient  had  told  me  she  had  micturated  an  ordinary  amount 
only  half  an  hour  previously;  on  the  introduction  of  the 
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catheter  a  quantity  of  urine  escaped  and  continued  to  do 
so  until  I  had  drawn  off  close  upon  two  quarts,  with  the 
result  of  entirely  disposing  of  the  abdominal  tumour. 

I  was  now  enabled  to  examine  the  uterus  more  care- 
fully and  by  bimanual  examination  discovered  a  tumour 
connected  with  it,  and  firmly  wedged  into  the  pelvis.  I 
ad\'ised  an  early  operation.  Abdominal  hysterectomy  was 
performed  without  trouble  by  the  subperitoneal  method 
and  the  patient  made  an  excellent  recovery.  When  operat- 
ing the  bladder  was  found  to  be  enormously  thickened 
and  enlarged.  A  self-retaining  catheter  was  introduced  and 
kq>t  in  the  bladder  for  some  days. 

Ureter  implicated. — This  comphcation  is  occasionally  met 
with,  usually  in  very  large  myomata  in  which  the  growth 
extends  into  the  broad  ligament  and  drags  the  whole  perito- 
neum upwards  and  forwards.  The  ureter  in  these  cases 
being  stretched  over  the  growth,  to  avoid  dividing  it,  it 
is  desirable  to  separate  the  bladder  with  the  anterior  Hap 
of  peritoneum  and  separate  this  from  the  growth  from 
below  upwards,  so  stripping  the  peritoneal  flap  well  free  of 
the  tumour;  by  this  means  the  bladder  and  ureter  are 
peeled  off  the  growth  and  the  vessels  ligatured  as  divided, 
if  it  is  attempted  to  divide  the  broad  ligament  and  vessels 
from  above  downwards  in  the  usual  manner  it  will  be  very 
difficult  to  avoid  dividing  the  ureter,  and  from  its  stretched 
condition  it  would  easily  escape  the  notice  of  the  operator. 
In  the  event  of  the  ureter  being  divided  the  continuity  of 
the  tube  should  be  at  once  re-established  by  slitting  the  distal 
portion  down  for  about  half  an  inch  and  invaginating  the 
proximal  end  into  it  and  fastening  by  one  or  two  fine  silk 
sutures;  this  has  been  done  on  several  occasions.  Person- 
ally 1  have  not  met  with  a  case  in  which  this  complication 
existed  sufliciently  to  cause  any  trouble. 

Pregnancy  is  a  complication  very  much  more  commonly 
met  with  than  is  generally  supposed,  and  one  of  very 
great  importance,  which  often  taxes  the  judgment  of  the 
surgeon  very  considerably,  as  to  the  advisability  of  leaving 
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the  uterus  to  itself  or  advising  surgical  interference,  either 
in  the  way  of  removing  the  whole  organ,  or  producing 
abortion,  leaving  the  myomata  to  be  dealt  with  as  may  be 
indicated,  to  a  later  date.   There  can  be  no  doubt  that  in  a 
large  number  of  these  cases  pregnancy,  if  left  alone,  would 
go  on  to  the  full  time  and  the  child  be  born  without  very 
great  risk  to  the  mother,  or,  indeed,  trouble  in  delivery.  It 
is  a  well  recognised  fact  that  during  pregnancy  myomata 
increase  very  rapidly  in  size,  and  it  is  the  situation  of  these 
growths  which  must  guide  the  surgeon  in  giving  an  opinion. 
A  number  of  cases  have  come  under  my  notice,  in  the 
majority  of  which  the  patients  were  advised  to  leave  matters 
alone  and  wait  events  ;  many  of  these  have  gone  the  full  time 
and  been  safely  delivered  of  a  healthy  child ;  others  have 
aborted,  usually  about  the  fourth  or  fifth  month.  These 
cases  of  abortion  are  not  devoid  of  danger  to  the  patient, 
firstly,  from  loss  of  blood,  as  it  is  often  very  difficult  to  re- 
cover the  placenta,  and  most  violent  haemorrhage  frequently 
occurs ;  secondly,  from  septicaemia,  from  a  portion  of  the 
placenta  being  retained  and  becoming  gangrenous  and 
putrid.    In  septicaemia  to  curette  and  clear  the  uterus  of 
dihris  in  cases  where  large  myomata  are  present,  is  a 
most  difficult  and  dangerous  operation,  and  it  is  very 
doubtful  if  a  complete  hysterectomy  may  not  be  performed 
with  very  much  less  risk  to  the  patient  than  that  of  any 
such  proceeding  as  curetting.   The  rule  that  I  think  should 
guide  the  surgeon  in  coming  to  a  decision  is  the  situation  in 
the  uterus  of  the  growths  ;  if  these  are  situated  in  the  cervix, 
and  wedged  into  the  pelvic  cavity,  then  I  think  it  would  be 
unwise  to  delay  operation.    In  such  a  case  I  should  unhesi- 
tatingly recommend  hysterectomy.    I  had  a  patient  under 
my  care  some  little  time  ago  in  which  I  advised  delay,  the 
result  being  that  she  very  nearly  forfeited  her  life ;  she  was 
a  woman  aged  40,  had  been  married  fifteen  years;  no 
children  ;  a  miscarriage ;  had  been  quite  regular  until  four 
months  ago,  had  no  suspicion  of  pregnancy  ;  she  had,  how- 
ever, during  the  last  two  months  noticed  her  abdomen 
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getting  larger  and  harder,  for  which  she  consulted  me.  I 
found  on  examination,  a  tumour  the  size  of  a  cocoa-nut, 
situated  in  the  lower  part  of  the  abdomen  ;  per  vaginam 
another  tumour  was  felt  in  the  right  fornix,  the  os  being  drawn 
upwards  and  to  the  right,  and  rather  difficult  to  examine. 
The  areola  around  the  nipples  was  distinctly  pigmentous. 
On  examination  over  tumour  with  the  stethoscope,  an  indis- 
tinct bruit  could  be  recognised.  The  patient  was  advised 
to  return  home,  keep  quiet  and  await  events. 

Some  five  weeks  afterwards  her  husband  called  on  me, 
telling  me  that  his  wife  was  seriously  ill,  with  high  tempera- 
ture, and  much  abdominal  pain  ;  she  had  had  two  severe 
rigors,  and  he  wished  me  to  see  her  as  soon  as  possible- 
I  found  her  very  ill,  with  a  good  deal  of  tenderness  over 
abdomen.  The  tumour,  which  was  only  the  size  of  a 
cocoa-nut  when  I  first  saw  her,  was  now  a  large  mass 
occupying  the  hypogastric,  umbilical,  and  inguinal  region 
of  the  abdomen,  and  extended  from  about  four  and  a  half 
inches  above  the  umbilicus  into  the  pelvis.  It  was  divided 
into  two  masses;  an  upper,  about  the  size  of  a  melon, 
and  a  lower  larger  tumour ;  between  the  two  there  was  a 
sulcus,  into  which  two  fingers  could  be  introduced.  No 
fluctuation.  Girth  at  umbilicus  40^  inches.  I  advised 
immediate  operation,  and  the  patient  was  removed  to  the 
hospital  for  that  purpose.  I  performed  abdominal  hysterec- 
tomy by  the  subperitoneal  method,  and  the  patient  made 
an  excellent  recovery. 

On  examination  of  the  specimen  the  uterus  was  found  to 
be  more  or  less  embedded  between  the  two  tumours.  On 
opening  the  uterus  a  foetus  was  discovered,  which  had 
evidently  been  dead  for  some  days,  and  was  quite  black, 
and  putrification  had  commenced.  Had  this  patient  not 
been  operated  on  when  she  was  she  would  undoubtedly 
have  died. 

In  another  case  a  patient,  aged  38,  who  had  been 
married  seven  months,  was  sent  to  me.  She  had  had  no 
children  or  miscarriages,  had  been  quite  regular  until  five 
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months  before  coining  to  me.  She  had  a  large  tumour 
in  her  abdomen  extending  some  three  inches  above  the 
umbilicus  and  into  either  flank.  Per  vaginam,  a  large 
mass  was  found  filling,  and  apparently  completely  wedged 
in,  the  pelvis.  The  areola  around  nipples  were  pigmented, 
and  a  distinct  souffle  was  heard  over  left  side  of  tumour 
above  the  pubes,  by  the  stethoscope.  The  os  could  not 
be  felt  by  the  vagina,  owing  to  the  tumour.  1  advised 
operation.  I  performed  abdominal  hysterectomy,  and  had 
great  difficulty  in  getting  the  tumour  out,  in  fact  it  was 
only  by  means  of  an  assistant  pushing  the  tumour  upward 
through  the  vagina  while  I  endeavoured  to  lift  it  out  of  the 
abdomen,  that  it  was  delivered.  In  this  case  it  was  abso- 
lutely necessary  to  ligature  and  divide  the  broad  ligaments 
before  I  could  lift  the  tumour  at  all.  The  patient  made 
an  excellent  recovery.  On  examination  of  the  specimen 
it  was  found  that  the  uterus  was  pushed  considerably  above 
the  pelvic  brim,  and  a  foetus  of  some  four  months'  gestation 
was  found.  Undoubtedly  if  this  case  had  been  left  to  nature 
the  woman's  life  would  have  been  jeopardised. 

Tubal  gestation. — ^Tubal  gestation  existing  with  myomata 
must,  1  think,  be  exceedingly  rare  ;  I  have  never  seen  such  a 
case,  but  there  have  been  a  few  recorded  ;  that  such  a  com- 
plication would  be  fraught  with  much  danger  to  the  patient 
is  self-evident.  The  only  treatment  when  discovered  must 
undoubtedly  be  early  operation. 

Multiplicity  of  growths  is  very  frequently  met  with; 
more  particularly  intramural  or  subserous  myomata  are 
frequently  met  together  in  large  numbers,  and  so  long  as 
they  remain  small  and  cause  no  symptoms  they  may  well  be 
left  to  themselves;  should  they, however,  commence  to  grow 
and  cause  pressure  on  the  surrounding  organs,  or  should 
haemorrhage  supervene,  then  surgical  interference  should  at 
once  be  recommended.  It  is  somewhat  rare  to  find  sub- 
mucous or  uterine  polypi  existing  with  the  intramural  and 
subserous ;  I  have  just  lately,  Jiowever,  had  such  a  case.  This 
patient,  aged  28,  married,  was  pregnant  with  her  first  child 
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and  aborted  at  the  sixth  month,  causing  her  medical  atten- 
dant much  anxiety,  owing  to  the  difficulty  in  detaching  the 
placenta,  and  violent  haemorrhage.  He  found  that  the 
uterus  appeared  to  extend  very  high,  but  there  was  great 
difficulty  in  introducing  his  hand  to  clear  away  the  placenta, 
owing  to  the  pressure  of  two  large  bosses  on  each  side.  The 
patient  made  an  excellent  convalescence,  however,  and  I 
was  asked  to  see  her  on  account  of  the  remaining  tumour 
in  her  abdomen.  I  found  on  abdominal  examination  a 
large  tumour  extending  upwards  and  to  the  right,  to  within 
one  inch  of  the  umbilicus,  and  another  pressing  over  into 
the  left  iliac  fossa ;  there  was  a  good  deal  of  rather  offensive 
discharge  from  the  vagina.  I  advised  her  to  be  kept  quiet 
and  have  some  antiseptic  douches  and  wait  for  a  few  weeks. 
At  the  end  of  this  time  I  saw  her  again,  the  tumour  had  not 
increased  in  size,  but  there  was  some  considerable  haemor- 
rhage ;  I  recommended  operation,  and  performed  abdominal 
hysterectomy.  The  patient  made  an  uninterrupted  recovery. 
On  examination  of  the  specimen  the  two  tumours  which 
were  felt  before  the  operation  were  two  intramural  myo- 
raata,  one  situated  on  each  side  of  the  uterus,  the  fundus  of 
the  uterus  forming  the  root  of  the  growth  between  the  two 
tumours.  There  were  three  subperitoneal  growths  of 
smaller  size  and  one  heart-shaped  pedunculated  growth 
hanging  on  the  anterior  surface  with  a  pedicle  some  two 
inches  long. 

On  cutting  open  the  uterus  a  polypoid  submucous  growth 
was  found  in  the  cavity  about  the  size  of  a  large  Brazil 
nut.  The  wisdom  of  removing  this  uterus  could  scarcely 
be  questioned. 

One  question  which  has  been  discussed  of  late  is,  Do 
these  myomata,  when  existing  with  pregnancy,  diminish  in 
size  after  the  child  is  born  ?  An  American  authority  of  no 
mean  repute  expressed  himself  that  these  tumours  never  do 
decrease  in  size  under  such  conditions.  This  certainly  is 
not  my  experience  or  that  of  most  English  gynaecologists, 
as  undoubtedly  they  do  commence  to  decrease  in  size 
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directly  after  the  birth  of  the  child.  I  have  seen  cases  in 
which  myomata  of  very  large  size  have  completely  dis- 
appeared and  caused  no  further  trouble. 

Malignancy. — Carcinoma  may  certainly  be  found  to  be 
present  in  a  myomatous  uterus,  but  I  believe  it  to  be  some- 
what rare  for  a  myoma  to  become  carcinomatous.  I  have 
had  one  such  case  in  which  I  believe  there  could  be  but 
little  doubt  that  such  a  condition  of  things  had  occurred; 
it  was  a  patient,  single,  aged  60,  who  had  suffered  from 
myomata  for  some  two  years,  accompanied  with  violent 
haemorrhage,  menorrhagia  and  metrorrhagia.  She  was 
advised  to  have  no  surgical  interference.  After  two  years 
treatment  and  matters  not  improving,  she  was  placed  under 
an  anaesthetic  and  the  uterine  cavity  curetted.  The  dihris 
was  examined  and  pronounced  to  be  carcinoma^  She  was 
told  that  nothing  more  could  be  done  for  her  and  that  she 
had  better  make  herself  as  comfortable  as  possible  and  await 
the  end.  She  then  consulted  me  and  under  ether  I  found 
the  uterus  with  its  tissues  fairly  mobile  and  advised  imme- 
diate operation.  Abdominal  hysterectomy  was  performed 
and  the  patient  is  alive  and  free  from  any  recurrence  some 
three  years  after  operation. 

With  respect  to  myomata  taking  on  sarcomatous  growth, 
I  think  there  can  be  no  doubt.  I  have  certainly  had  some 
six  or  seven  such  cases,  and  it  is  in  these  cases  that  it  is 
so  necessary  to  remove  the  whole  organ,  and  an  argument 
is  to  be  found  against  the  subperitoneal  operation.  As  it 
is  often  impossible  to  say  whether  soft  rapidly-growing 
myomata  are  sarcomatous  until  such  time  as  they  have  been 
submitted  to  the  pathologist  for  his  report,  I  would  there- 
fore counsel  in  all  cases  of  soft  rapidly-growing  myomata, 
especially  if  the  cervix  is  at  all  implicated,  that  panhyste- 
rectomy should  be  performed.  The  risk  to  the  patient  is  not  ' 
materially  increased,  and  undoubtedly  if  the  tissues  should 
be  proved  to  be  sarcomatous,  the  prognosis  of  the  case  must  I 
of  necessity  be  bad,  as  recurrence  in  the  stump  is  pretty 
sure  to  occur  if  the  subperitoneal  method  of  operation  be 
adopted. 
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I  have  ventured  to  publish  my  experience  in  connection 
with  these  complications,  which  may  be  met  with  accom- 
panying myomata  of  the  uterus,  thinking  they  may  be  of 
some  interest  to  those  who  make  the  study  of  diseases  of 
women  their  specialty,  and  hoping  the  remarks  may  be 
of  some  practical  use. 
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Retention  of  the  Menses. 
By  Christopher  Martin,  M.B.Edin.,  F.R.C.S.Eng. 

Surgeon  to  the  Hospital  for  IVomen,  Birmingham, 

By  retention  of  the  menses  is  meant  an  accumulation 
of  menstrual  blood — more  or  less  altered — within  the  genital 
canal.  It  is  a  rare  condition,  as  rare  as  suppression  of  the 
menses  is  common.  In  suppression  there  is  an  arrest  of 
the  process  of  menstruation,  the  uterus  failing  to  secrete 
the  menstrual  fluid.  In  retention  menstruation  goes  on, 
but  is  concealed ;  that  is  to  say,  the  menstrual  blood  is 
poured  out  by  the  uterine  mucosa,  but  owing  to  atresia, 
or  occlusion  of  some  part  of  the  genital  canal,  cannot 
escape  (being  dammed  up  above  the  point  of  obstruction) 
and  slowly  accumulates.  The  genital  canal  above  the  point 
of  obstruction  slowly  dilates  into  a  huge  retention  cyst. 

We  are  all  familiar  with  the  process  of  formation  of 
retention  cysts  in  the  case  of  the  secreting  glands.  If  the 
duct  of  any  of  these  glands  be  occluded,  the  secretion 
collects  in  the  duct  and  cavity  of  the  gland  and  a  cyst 
is  formed.  Thus,  if  the  ureter  be  blocked  by  a  calculus, 
the  urine  distends  the  kidney  into  a  cystic  tumour,  a 
hydronephrosis.  Should  this  collection  become  infected 
with  micro-organisms,  suppuration  occurs  and  the  kidney 
becomes  a  sac  of  pus,  a  pyonephrosis. 

Similarly,  if  the  cervix  be  occluded,  the  uterus  becomes 
slowly  distended  with  blood,  a  condition  which  is  called 
haematometra.  If  germs  gain  access  to  this  retained  blood 
it  decomposes,  becomes  purulent,  and  then  what  is  called 
a  pyometra  is  produced. 

Atresia  of  the  genital  canal  may  be  either  acquired  or 
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congenital,  and  as  a  cause  of  menstrual  retention  may 
occur  at  the  hymen,  in  the  vagina,  or  in  the  cervix. 

Acquired  Atresia. — This  is  most  common  in  the  cervix 
and  is  usually  the  result  of  some  lesion  causing  destruction 
of  the  cervical  tissue  and  subsequent  cicatricial  contraction. 
It  occasionally  results  from  injudicious  operations  on  the 
cervix.  Thus,  I  have  seen  it  occur  after  removal  of  an 
epithelioma  of  the  cervix  by  means  of  Paquelin's  cautery. 
This  caused  extensive  sloughing  and  suppuration,  until 
finally  the  cervical  canal  was  replaced  by  dense  scar  tissue. 

Atresia  of  the  cervix  may  be  caused  by  :  (i)  Cervicitis  ; 
(2)  new  growths  of  the  cervix,  such  as  cancer  ;  (3)  repeated 
application  of  caustics  to  the  cervix ;  (4)  sloughing  of  the 
cervix  after  confinement ;  (5)  operations  on  the  cervix,  such 
as  amputation. 

Atresia  of  the  vagina  may  be  caused  by  :  (i)  Sloughing 
after  parturition  ;  (2)  inflammation  leading  to  ulceration  of 
the  vagina ;  (3)  injuries  causing  sloughing,  such  as  burns, 
the  application  of  caustic,  &c. 

Congenital  Atresia. — ^This  is  caused  by  some  defect  in  the 
process  of  development  of  the  genital  canal.  The  uterus, 
Fallopian  tubes  and  vagina  are  formed  from  the  two  ducts 
of  Muller.  In  early  foetal  life  these  ducts  are  two  solid 
parallel  columns  of  cells.  The  columns  then  become 
hollowed  out  into  two  tubes,  which  still  later  fuse  in  their 
lower  and  middle  thirds  to  form  a  single  tube  (which 
forms  the  vagina  and  uterus),  whilst  the  upper  thirds, 
remaining  separate,  form  the  Fallopian  tubes.  The  hyme- 
neal orifice  is  formed  by  an  invagination  from  the  skin  into 
the  lower  end  of  the  fused  ducts  of  Muller.  Should  the 
process  of  hollowing  out  of  the  columns  of  Muller  be  in 
any  part  arrested,  a  horizontal  septum  is  left,  completely 
closing  the  canal.  When  puberty  an*ives  and  menstruation 
b^ns,  the  menstrual  blood  collects  above  this  septum  and 
a  retention  cyst  is  produced. 

Should  there  be  a  failure  in  the  process  of  fusion  of  the 
ducts  of  Muller,  more  or  less  doubling  of  the  genital  canal 
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results.  The  two  conditions  (viz.,  doubling  of  the  canal  and 
retention  of  the  menses)  frequently  co-exist. 

As  an  illustration  of  the  sequence  of  events,  let  us  take 
the  case  of  a  congenital  atresia  of  the  lower  third  of  the 
vagina.  Until  puberty  occurs  things  remain  in  statu  quo. 
But  when  the  process  of  menstruation  begins  the  uterus  at 
each  period  pours  out  a  certain  quantity  of  blood — some 
four  or  five  ounces.  This,  being  prevented  by  the  atresia 
from  escaping,  collects  in  the  vagina,  and  distends  it  slowly, 
month  by  month.  Thus  a  large  tumour  is  formed,  filling 
the  pelvis  and  rising  up  into  the  abdomen.  At  first  the 
womb  is  merely  lifted  up  by  this  collection,  but  is  not 
distended,  because  its  tissues  are  much  more  resistant  than 
those  of  the  thin  lax  elastic  vagina.  As  time  passes  the 
pressure  of  the  fluid  increases,  and  the  womb  in  its  turn 
becomes  distended  and  may  form  a  tumour  as  big  as  a  six 
months'  pregnancy.  Still  later  the  Fallopian  tubes  become 
distended  and  form  large  sausage-shaped  masses  on  either 
side  of  the  uterus.  Lastly,  the  retained  secretion  may  burst 
the  distended  tubes,  pour  into  the  peritoneum  and,  if 
aseptic,  produce  an  intraperitoneal  haematocele ;  if  septic, 
an  acute  peritonitis. 

A  retention  cyst  formed  by  the  vagina  is  called  a  haemato- 
colpos  if  the  fluid  be  blood  only ;  a  pyocolpos  if  it  be 
pus.  If  formed  by  the  uterus  it  is  termed,  according  to 
the  character  of  the  fluid,  a  haematometra  or  a  pyometnu 
When  the  Fallopian  tube  is  distended  with  blood  the  con- 
dition is  termed  a  haematosalpinx ;  when  with  pus  a 
pyosalpinx. 

I  have  already  referred  to  the  frequent  duplication  of  the 
uterus  and  vagina  in  cases  of  menstrual  retention.  The 
amount  of  doubling  varies  in  degree.  In  one  case  the 
uterus  is  merely  bicornuous ;  in  another,  there  is  a  mesial 
septum  dividing  the  body  into  two  chambers  which  open 
into  a  common  cervix.  In  other  cases  there  are  two  com- 
pletely separate  uterine  bodies,  each  with  its  own  cervical 
orifice.    Similarly,  the  vagina  may  be  divided  by  a  mesial 
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septum  into  two  distinct  canals.  Usually  there  is  atresia  of 
only  one  of  these  canals ;  there  being  then  retention  on 
one  side,  whilst  on  the  other  the  menses  are  discharged 
normally. 

Character  of  the  Fluid. — ^The  retained  menstrual  secretion 
differs  somewhat  from  that  of  ordinary  menstrual  blood. 
A  considerable  portion  of  the  watery  element  is  absorbed, 
and  the  blood  corpuscles  slowly  break  down.  The  result 
is  a  dark  chocolate-brown  treacly  fluid,  viscid  from  the 
presence  of  much  mucus.  Under  the  microscope  it  is 
seen  to  consist  of  altered  blood  pigment  (chiefly  haematin), 
epithelial  cells  and  disintegrated  blood  corpuscles. 

Signs  and  Symptoms. — Before  the  age  of  puberty  there 
are  no  symptoms ;  but  after  that  period,  at  each  monthly 
epoch  the  girl  suffers  from  pelvic  pains  without  any  ex- 
ternal appearance  of  the  monthly  flow.  As  the  months 
pass  by,  the  pains  increase  and  become  paroxysmal  in 
character.  If  at  this  stage  an  examination  be  made,  there 
will  be  found  arising  out  of  the  pelvis  into  the  abdomen 
a  tense  elastic  fluctuating  tumour  which  feels  uncommonly 
like  a  pregnant  uterus.  Should  the  case  be  one  of  haemato- 
metra,  it  may  contract  intermittently,  and  on  auscultation 
a  loud  bruit  may  be  heard  over  it.  Should  the  Fallo- 
pian tubes  become  distended  they  may  be  felt  as  large 
sausage-shaped  masses  on  either  side  of  the  distended 
womb.  On  examination  the  vulva  may  be  quite  normal, 
or  through  it  may  be  felt  the  bulging  lower  pole  of  the 
distended  vagina.  In  certain  cases  where  the  middle  half 
of  the  vagina  is  absent,  the  bladder  and  rectum  come  into 
contact  as  they  do  in  the  male  pelvis ;  but  even  in  these 
cases,  on  making  a  rectal  examination,  the  lower  pole  of  the 
distended  upper  portion  of  the  vagina  or  uterus  may  be 
felt  high  up  in  the  pelvis. 

Should  germs  gain  access  to  it,  the  retained  blood  de- 
composes and  becomes  converted  into  horribly  foetid  pus. 
Then,  in  addition  to  the  symptoms  of  retained  menses, 
there  will  be  evidence  of  septic  absorption  such  as  rigors, 
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high  temperature,  quick  pulse,  hectic  sweats,  wasting,  and 
local  tenderness. 

In  those  cases  of  menstrual  retention  with  doubling  of 
the  genital  canal  (where  one  canal  is  occluded  and  dis- 
tended, whilst  the  other  is  patent)  the  symptoms  and  signs 
are  somewhat  different.  At  each  month  there  is  an  ordinary 
menstrual  discharge,  but  in  addition  the  girl  suffers  from 
severe  colicky  pains  on  one  side  of  the  pelvis,  the  same  side 
as  the  occlusion.  If  an  examination  be  made  there  will  be 
found  to  one  side  of  the  uterus,  and  sometimes  also  to  one 
side  of  the  vagina,  the  characteristic  cystic  tumour. 

Treatment. — The  cases  vary  so  much  that  no  one  line  of 
treatment  can  be  laid  down  as  applicable  to  all  cases ;  but 
there  are  certain  general  principles  which  should  guide  us. 

{a)  Whenever  it  is  possible,  the  collection  should  be 
open  and  drained  per  vaginam.  The  vulva  and  vaginal 
cul-de-sac  must  be  rendered  aseptic,  and  a  free  horizontal 
incision  made  in  the  roof  of  the  cul-de-sac,  and  carefully 
deepened  by  dissecting  up  between  the  bladder  and  the 
rectum  (if  they  be  in  contact).  When  the  wall  of  the 
retention  cyst  is  reached,  a  free  transverse  incision  should 
be  made  into  it,  and  the  viscid  treacly  fluid  washed  away 
by  prolonged  irrigation  with  some  mild  antiseptic  fluid. 
If  it  be  possible  the  mucous  membrane  of  the  sac  should 
be  drawn  down  and  sutured  to  that  of  the  vaginal  cul-de- 
sac,  and  the  cavity  lightly  packed  with  iodoform  gauze. 

(6)  Should  the  Fallopian  tubes  be  felt  distended  on  either 
side  of  the  uterus,  an  abdominal  section  should  at  once 
be  performed,  and  the  tubes  emptied  of  their  contents  by 
free  incision.  Should  they  contain  pus  they  ought  to  be 
immediately  removed. 

(c)  In  those  cases  where  it  is  impossible  or  dangerous 
to  reach  the  retention  cyst  from  the  vagina,  the  abdomen 
must  be  opened  and  the  uterus  and  tubes  extirpated. 

(d)  Where  there  is  a  septate  condition  of  the  uterus  or 
a  double  vagina,  the  septum  should  be  divided  as  far  as 
possible  and  the  two  cavities  thrown  into  one. 
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(^)  In  many  cases  where  an  artificial  opening  is  made, 
especially  in  the  cervix,  there  is  a  marked  tendency  for  it 
to  reclose  by  cicatricial  contraction.  This  must  be  pre- 
vented by  the  regular  passage  of  bougies,  or  by  the  wearing 
for  months  or  years  of  a  flanged  rubber  or  vulcanite  tube. 

(/)  In  all  these  operations  there  is  a  great  danger  of 
septic  infection,  and  therefore  the  most  scrupulous  anti- 
septic precautions,  not  only  in  the  operation,  but  during  the 
after  treatment,  are  of  vital  importance. 

Prognosis. — This  depends  (a)  on  the  situation  of  the 
atresia ;  (b)  the  extent  to  which  the  uterus  and  Fallopian 
tubes  are  involved  ;  (c)  the  presence  or  absence  of  septic 
changes  in  the  fluid. 

Atresia  of  the  cervix  is  more  serious  than  an  imperforate 
hymen,  and  haematosalpinx  a  graver  lesion  than  haemato- 
metra.  So  also  a  pyosalpinx  or  a  pyometra  is  much 
more  dangerous  than  a  haematosalpinx  or  a  haemato- 
metra. 

Cases. 

Altogether  I  have  had  under  my  care  twelve  cases  of 
menstrual  retention.  I  think  that  a  brief  account  of  each 
may  be  instructive  as  illustrating  different  types  of  the 
lesions,  the  various  complications  that  may  be  met  with, 
and  the  different  lines  of  treatment  that  may  be  necessary. 

Case  i. — Con^enitcU  Atresia  of  Cervix^  Bicomuous  Uterus;  Pyometra, 
io  1890^  a  single  woman,  aged  26,  came  to  me  with  a  long  history  of 
scanty  and  painful  menstruation  and  a  profuse  greenish  purulent  vaginal 
discharge.  Finally,  for  some  months  her  menstruation  ceased  altogether, 
the  pelvic  pains  increased  in  severity,  and  she  developed  febrile 
symptoms. 

On  examination,  the  cervix  was  small  and  presented  no  trace  of  an 
OS.  On  either  side  of  the  uterus  was  felt  what  was  diagnosed  as  a 
distended  Fallopian  tube,  a  pyosalpinx.  Her  abdomen  was  opened 
by  Mr.  Lawson  Tait,  whose  assistant  I  was,  and  it  was  then  evident 
that  the  condition  was  one  of  a  bicomuous  uterus  distended  with  fluid, 
the  two  horns  being  the  structures  which  had  simulated  distended 
FaUopian  tubes.  The  abdominal  wound  was  closed  and  the  uterus 
was  opened  per  vaginamj  when  a  large  quantity  of  stinking  pus  was 
evacuated.  A  rubber  drainage  tube  was  passed  up  through  the  vagina 
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into  the  uterus.  On  introducing  the  forefinger  through  the  cervix  one 
could  easily  feel  the  uterine  cavity  branching  like  the  letter  Y  into  two 
distinct  horns. 

The  patient  made  an  excellent  recovery  from  the  operation,  and  had 
no  recurrence  of  her  old  trouble. 


Case  i.—BM.t  bicornuous  uterus  ;  P,M,^  pyometra;  ^.C,  atresia  of  cer\Tx; 
F.,  vagina. 


Case  2.—H,M,<t  hsematometra  ;  >4.C.,  atresia  of  ceivix  ;  K,  vagina. 

Case  2. — Acquired  Atresia  of  Cervix  ;  Hcematometrtu  A  married 
woman,  aged  38,  came  to  me  suffering  from  epithelioma  of  the  cervix. 
I  admitted  her  into  the  Women's  Hospital,  and  performed  supravaginal 
amputation  of  the  cervix,  using  Paquelin's  cautery  knife  to  divide  the 
uterine  tissues.  She  made  a  good  recovery  from  the  operation,  and  I 
saw  nothing  of  her  for  nearly  six  months. 
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She  then  came  complaining  of  dreadful  colicky  pelvic  pains,  and 
that  ^  she  could  not  pass  her  courses."  On  examination  I  found  the 
cervix  completely  occluded  by  cicatricial  contraction  and  the  fundus 
distended  with  retained  menstrual  blood.  With  some  difficulty,  under 
chloroform,  I  re-opened  and  dilated  the  closed  cervical  canal  and 
evacuated  several  ounces  of  tarry  blood.  She  afterwards  menstruated 
regularly  every  month,  although  still  with  a  good  deal  of  pain. 

Case  3. — Congenital  Atresia  of  Cervix ;  Hcematometra.  A  single 
woman,  aged  24,  came  to  me  in  September,  1894,  complaining  of  severe 
pain  in  the  left  lower  abdomen,  worse  at  the  menstrual  periods.  Every 
four  weeks  she  was  "  unwell "  for  two  or  three  days,  but  the  discharge 
was  extremely  scanty  and  almost  serous.  On  examination  the  cervix 
was  found  practically  occluded,  not  even  admitting  a  probe.  Above  it 
the  enlarged  body  of  the  uterus  could  be  felt  distended  with  fluid,  about 
the  size  of  a  three  months'  pregnancy. 


Casb  3. — H,M.t  haematometra  ;  A,T,^  atresia  of  cervix  ;  K,  vagina. 

1  admitted  her  into  the  Women's  Hospital,  and  on  October  5,  1894, 
\  dissected  up  through  the  tissues  of  the  cervix  until  I  reached  the 
distemled  cavity  of  the  uterus.  This  was  freely  opened  and  a  quantity 
of  thick  chocolate-coloured,  but  perfectly  sweet,  blood  escaped.  The 
mucous  membrane  of  the  uterus  was  then  drawn  down  and  sewn  to 
that  of  the  vagina.  The  uterine  cavity  was  washed  out  with  iodine 
water,  and  an  iodoform  gauze  drain  inserted.  She  made  an  excellent 
recovery.  Her  periods  became  normal  in  every  way,  occurring  every 
four  weeks,  lasting  four  days,  the  flow  being  moderate  in  quantity, 
natural  in  appearance,  and  the  patient  quite  free  from  pain.  In  January, 
1895,  she  married,  and  in  May,  1895,  she  became  pregnant.  I  last  saw 
ber  in  December,  1895,  and  she  was  then  seven  months  pregnant. 
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The  cervix  was  large,  soft,  and  dilatable,  the  vagina  long  and  capacious, 
and  there  was  no  sign  of  stricture  in  any  part.  In  this  case,  although 
I  failed  to  discover  it,  there  was  probably  a  minute  channel  leading 
from  the  uterus  to  the  vagina,  through  which  at  each  period  some  of 
the  watery  part  of  the  menstrual  discharge  escaped.  There  were  no 
signs  of  distension  or  inflammation  of  the  Fallopian  tubes. 

Case  ^.-—Double  Uterus^  Congenital  Atresia  of  Right  Cervix;  Pyo- 
metra^  Pyosalpinx,  This  patient,  married,  aged  40,  was  sent  to  me  by 
Dr.  McCarthy,  of  St.  George's,  Salop,  in  April,  1895.  She  had  had  two 
children  and  several  miscarriages.  During  her  last  miscarriage  it  was 
noticed  that  there  was  a  hard  globular  tumour  to  the  right  of  the  uterus. 
After  the  miscarriage  she  developed  a  sub-acute  septicaemia,  which 
recurred  in  repeated  attacks.  These  attacks  were  characteristic.  Before 
each  febrile  onset  the  pelvic  tumour  enlarged,  became  hard  and  tender, 


Case  4.—/*.-^.,  pyometra;  P,S.^  pyosalpinx;  Z.  K.,  left  half  of  doable 
uterus ;  F.,  vagina ;  A,R,C,j  atresia  of  right  cervix. 

and  pushed  the  uterus  over  to  the  left  side  of  the  pelvis.  The  attack  was 
marked  by  pelvic  pain,  rigors,  high  fever,  sweating,  and  sometime^ 
vomiting.  It  culminated  in  a  copious  discharge  of  very  foetid  pus  which 
poured  out  of  the  cervix.  After  the  discharge  of  this  pus  the  pelvic 
tumour  became  smaller,  and  the  septic  symptoms  for  a  time  subsided. 
In  fact,  she  only  enjoyed  good  health  as  long  as  foetid  pus  came  freely 
away. 

On  examination  there  was  felt  to  the  right  of  the  uterus  a  tense  thick- 
walled  cystic  swelling  about  the  size  of  a  cocoanut,  quite  fixed  by  adhe- 
sions. The  uterine  cavity  curved  to  the  left  side,  the  tumour  bulging 
markedly  into  it.  On  pressing  the  mass  from  above  pus  could  be  made 
to  run  out  of  the  external  os.  Under  an  anaesthetic  I  made  an  incision 
in  the  vaginal  roof  to  the  right  of  the  external  os  and  laid  the  tumour 
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freely  Open  into  the  vagina,  evacuating  many  ounces  of  very  ofTensive 
pos.  On  passing  the  sound  into  the  uterus  and  on  making  a  bimanual 
examination  (with  a  finger  of  one  hand  introduced  into  the  abscess  cavity, 
and  the  other  hand  above  the  pubes),  it  was  evident  that  I  was  dealing 
with  a  case  of  double  uterus,  the  left  of  which  was  patent,  and  the  right 
xcluded  and  distended  with  pus.  Between  the  two  cavities  a  thick 
muscular  septum  intervened.  With  scissors  I  divided  the  lower  part 
of  this  septum.  I  washed  out  the  suppurating  cavity  with  iodine  water 
and  packed  it  lightly  with  iodoform  gauze.  The  gauze  was  removed 
at  the  end  of  forty-eight  hours  and  a  rubber  drainage  tube  inserted. 
The  patient  made  a  good  recovery  from  the  operation. 

For  two  or  three  months  I  kept  the  opening  patent  by  means  of  a 
small  rubber  drainage  tube,  and  as  long  as  this  was  in  situ  she  enjoyed 
excellent  health.  I  then  ventured  to  dispense  with  it,  but  found  that  the 
opening  I  had  made  quickly  contracted  and  she  got  a  recurrence  of  the 
old  trouble.  I  twice  had  to  dilate  the  opening  and  reinsert  the  rubber 
tube.  At  this  time  her  cervix  presented  a  curious  appearance.  There 
was  a  right  and  a  left  os  (one  going  to  either  half  of  the  double  uterus) 
separated  by  the  lower  edge  of  the  septum.  In  fact,  it  was  somewhat  like 
the  muzzle  of  a  double-barrelled  gun  or  the  end  of  an  elephant's  trunk. 

Finally,  the  opening  made  completely  closed  and  retention  of  the 
menses,  with  severe  complications,  again  supervened.  As  the  patient 
was  becoming  pysemic,  I  removed  the  double  uterus  by  vaginal  hyster- 
ectomy in  August,  1900.  The  two  uterine  bodies  were  quite  distinct, 
the  peritoneum  dipping  down  between  them  as  far  as  the  internal  os. 
The  two  cervical  canals  were  separated  by  a  septum  of  fibrous  and 
muscular  tissue,  but  the  two  lumina  were  quite  distinct.  Both  Fallopian 
tubes  were  distended  with  pus  and  desperately  adherent.  The  patient 
made  a  very  slow  recovery,  but  ultimately  got  quite  well. 

Case  5. — Congenital  Atresia  of  Vagina;  Hamatometra^  Pyosalpinv, 
A  very  delicate  anaemic  girl,  aged  17,  who  had  never  menstruated,  was 
scot  to  me  by  Dr.  Davidson,  of  Appleby  Magna,  in  May,  1895.  For 
twelve  months  she  had  had  a  slowly  increasing  tumour  in  the  abdomen. 
She  had  constant  pain  in  this  swelling,  but  every  four  weeks  this  pain 
became  much  worse  and  colicky  in  character.  She  was  getting  thinner, 
bad  night  sweats,  but  no  cough.  Both  breasts  were  enlarged,  the 
areolae  darkened  and  the  tubercles  prominent.  No  fluid  could,  however, 
be  expressed  from  the  breasts.  Rising  out  of  the  pelvis,  filling  the  lower 
half  of  the  abdomen,  and  reaching  to  the  umbilicus  was  a  tense,  oval, 
elastic  swelling,  closely  resembling  a  six  months'  pregnancy.  It  con- 
tracted intermittently.  On  auscultation,  a  bruit  could  be  heard  on 
either  side.  On  each  side  of  the  swelling  the  Fallopian  tube  could  be 
very  distinctly  palpated  as  a  big  coiled  sausage-shaped  tumour,  nearly 
as  large  as  the  closed  fist.  The  vagina  was  found  to  be  a  mere  cul-de-sac 
which  ended  blindly  one  inch  above  the  hymen.  No  trace  of  a  cervix 
could  be  detected,  but  on  rectal  examination  the  lower  pole  of  the 
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abdominal  tumour  could  be  felt  high  up  in  the  pelvis.  With  a  finder  in 
the  rectum  and  a  sound  in  the  bladder  it  was  evident  that,  above  the 
vagina  and  below  the  swelling,  the  bladder  and  rectum  came  into 
contact. 

I  admitted  her  into  the  Women's  Hospital  on  May  23,  1895, 
under  chloroform  incised  the  vaginal  cul-de-sac,  and  dissected  up 
between  the  rectum  and  bladder  for  about  two  inches.  I  then  came  to 
the  wall  of  the  distended  uterus  which  I  incised  freely,  evacuating  over 
a  quart  of  thick  treacly,  but  perfectly  sweet  blood.  I  washed  out  the 
cavity  with  a  solution  of  lysol,  sewed  the  uterine  to  the  vaginal  mucous 
membrane,  and  packed  both  the  vagina  and  the  uterus  with  iodoform 
gauze.   This  was  removed  at  the  end  of  forty-eight  hours,  and  the 


Case  5.— pyosalpinx;  H.M.f  hsematometra ;  A,V.,  atresia  of  vagina. 

genital  canal  was  afterwards  douched  night  and  morning  with  iodine 
water.  The  uterus,  after  being  emptied,  contracted  and  shrank  into  the 
pelvis.  The  distended  Fallopian  tubes  remained  in  the  abdomen  just 
above  the  brim  of  the  pelvis  and  continued  swollen,  tense  and  tender. 
For  about  a  week  the  patient's  general  condition  was  fairly  satisfactory, 
and  throughout  the  discharge  from  the  uterus  remained  perfectly  sweet . 
At  the  end  of  the  week  the  Fallopian  tubes  became  more  painful  and 
more  swollen,  and  she  developed  septic  symptoms.  Peritonitis  then 
supervened  and  it  was  evident  that  her  only  chance  lay  in  abdominal 
section.  On  June  8  I  opened  her  abdomen,  and  found  both  Fallopian 
tubes  greatly;  distended  with  thick,  green,  very  foetid  pus.    I  removed 


Retention  of  the  Menses 


239 


both  uterine  appendages.  They  were  densely  adherent  to  large  and 
small  intestine,  and  their  removal  was  extremely  difl^cult.  The  left 
tube  borst  during  the  process  of  separation,  and  fouled  the  peritoneum 
with  septic  pus.  I  irrigated  and  drained  the  abdomen,  but  the  patient 
died  of  peritonitis  forty- two  hours  after  the  operation. 

This  case  was  an  instructive  one,  and  raised  several 
interesting  questions.  When  I  first  saw  her — before  the 
first  operation — both  the  uterus  and  Fallopian  tubes  were 
distended  with  fluid.  Was  the  fluid  in  the  tubes  merely 
aseptic  blood,  or  was  it  purulent  even  then  ?  Were  the 
Fallopian  tubes  distended  by  a  back  flow  from  the  uterus  ? 
Ought  I  not  to  have  opened  the  abdomen  and  removed  the 


Case  6. — P.S,^  pyosalpinx;  H,M*^  haematometra ;  ^.C,  atresia  of  cervix; 
A.y,^  atresia  of  vagina ;  K,  vagina. 

tubes  at  the  same  time  that  I  evacuated  the  uterus  ?  From 
the  general  appearance  of  the  distended  tubes,  from  the 
character  of  their  contents,  and  from  the  density  of  their 
adhesions  -to  surrounding  organs,  I  was  forced  to  the  con- 
clusion that  I  was  dealing  with  an  old  double  pyosalpinx 
of  many  months  standing.  Originally  the  tubes  had  un- 
doubtedly been  distended  with  aseptic   blood  (double 


1  ^A.V. 
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haematosalpinx).  This  blood  had  become  infected  and 
converted  into  pus.  Whence  came  the  infection  ?  I 
believe,  through  the  adherent  bowel  wall.  As  long  as 
the  tubes  were  not  disturbed,  all  went  well.  But  when  it 
was  emptied,  the  uterus  retracted  into  the  pelvis,  dragged 
on  the  tubes  and  caused  some  leaking  of  their  purulent 
contents  into  the  peritoneum,  thus  lighting  up  an  acute 
peritonitis.  Had  I  to  deal  with  the  case  over  again,  1 
should  open  the  abdomen  (immediately  I  had  opened  the 
uterus  from  the  vagina)  and  remove  the  appendages. 

Case  6. — Congenital  Atresia  of  Cervix  and  Upper  Vagina;  Hcemaio- 
metra^  Pyosalpinx. — This  patient  was  single,  aged  19,  and  very  delicate 
and  anaemic.  She  had  a  history  of  severe  pelvic  pain  with  monthly 
exacerbations,  but  had  never  menstruated.  On  examination  I  found 
atresia  of  the  upper  part  of  the  vagina  and  cervix,  moderate  distension  of 
the  body  of  the  uterus  with  menstrual  fluid,  and  in  addition  distension  of 
both  Fallopian  tubes.  I  admitted  her  into  my  private  hospital,  and  on 
December  12,  1895,  I  attempted  to  reach  the  uterine  cavity  per  vaginam 
but  failed.  I  then  opened  the  abdomen  and  found  both  the  Fallopian 
tubes  distended  with  thick  pus  and  the  uterus  moderately  distended  with 
blood.  I  performed  total  extirpation  of  the  uterus  and  both  ovaries  and 
tubes  (pan -hysterectomy).  The  patient  suffered  from  marked  shock 
after  the  operation,  but  rallied  and  ultimately  made  a  very  satisfactory 
recovery. 

This  case  should  be  compared  with  case  5,  which  it 
somewhat  resembles.  It  should  be  observed  that  whilst  the 
uterus  was  distended  with  blood,  the  tubes  were  distended 
with  pus. 

Case  7, ^Congenital  Atresia  of  Middle  Half  of  Vagina;  Hctmato- 
colposy  Hcematometra^  Hcematosalpinx,  The  patient  was  aged  19  and 
was  single.  She  came  to  me  complaining  of  a  steadily  increasing 
tumour  in  the  abdomen,  of  severe  colicky  pain  in  the  abdomen,  and  of 
total  absence  of  menstruation.  Although  she  had  never  menstruated  she 
had  had,  since  the  age  of  sixteen,  monthly  attacks  of  abdominal  pain, 
and  for  nearly  twelve  months  she  had  noticed  a  tumour,  which  month 
by  month  grew  larger,  rising  out  of  the  pelvis. 

On  examination  I  found  the  vulva  normal  and  the  hymen  normal, 
but  the  vagina  ended  blindly  one  inch  above  the  hymen.  On  passing  a 
sound  into  the  bladder  and  a  forefinger  into  the  rectum,  it  was  evident 
that  bladder  and  rectum  came  into  contact  for  three  inches  above  thib 
point,  and  higher  up  the  lower  pole  of  a  large  cystic  swelling  could 
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be  felt  by  the  finger  in  the  rectum.  On  examining  the  abdomen  this 
same  swelling  could  be  felt  rising  up  to  the  level  of  the  umbilicus.  It 
had  many  of  the  physical  characteristics  of  a  gravid  uterus  :  it  was  a 
pear-shaped  mesial  cystic  swelling  which  contracted  intermittently  ;  on 
auscultation  a  bruit  could  be  heard  over  it.  Above  and  to  the  left  of 
this  mass  was  a  second  one  about  the  size  of  a  man's  closed  fist,  and 
freely  mobile.  It  could  be  pushed  up  into  the  left  renal  region,  and 
down  into  the  left  iliac  fossa,  and  physically  resembled  a  movable  left 
kidney.  To  the  right  of  the  mesial  tumour  was  a  smaller  mass  about 
the  size  of  a  hen's  egg. 


CXSE  7. — ff»S,t  haematosalpinx  ;  ff.M.^  hsematomctra  ;  H.C,  hjematocolpos  ; 
A.  K.,  atresia  of  vagina  ;  F.,  vagina. 

I  admitted  her  into  the  Women's  Hospital,  and  on  October  6,  1896, 
I  opened  the  abdomen,  and  found,  as  expected,  that  the  central  tumour 
was  the  uterus  distended  with  menstrual  blood  (haematometra).  It 
was  quite  as  large  as  the  uterus  at  the  sixth  month  of  pregnancy.  The 
masses  on  either  side  proved  to  be  Fallopian  tubes  distended  with 
blood  (haematosalpinx).  That  on  the  left  side  was  distended  at  its 
abdominal  end  into  a  globular  mass  four  inches  in  diameter,  and 
connected  to  the  uterus  by  a  very  long  pedicle 

The  upper  fourth  of  the  vagina  was  also  distended  with  retained 
menstrual  blood  (hsematocolpos).     I  first  incised  the  uterus  in  the 
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middle  line  and  evacuated  a  large  quantity  of  thick  treacly  blood. 
The  cavity  was  then  irrigated  and  sponged  out  so  as  to  remove  all  the 
thick  glairy  fluid  that  remained.  The  broad  ligaments  were  ligatured 
(external  to  the  ovaries  and  tubes)  and  divided  as  in  abdominal  hysterec- 
tomy. The  uterine  arteries  coursing  up  the  lateral  borders  of  the  uterus 
were  then  tied  on  each  side.  Having  thus  controlled  the  circulation, 
the  uterus  was  amputated  by  a  horizontal  incision  at  the  level  of  the 
internal  os,  and  removed  together  with  both  ovaries  and  tubes. 

There  still  remained  in  the  wound  the  cervix  (widely  dilated)  leading 
into  the  dilated  portion  of  the  upper  end  of  the  vagina.  As  it  was 
evident  that  this  latter  could  not  safely  be  extirpated,  I  decided  to 
drain  it  through  the  abdominal  incision.  The  cervix  was  accordingly 
fixed  by  eight  silkworm  gut  sutures  into  the  lower  angle  of  the  incision, 
the  internal  os  being  flush  with  the  level  of  the  skin.  The  sutures 
were  passed  in  such  a  way  as  to  shut  off  the  peritoneal  cavity  securely. 
A  glass  drainage  tube  was  passed  through  the  gaping  cervix  down  to 
the  bottom  of  the  sac,  and  the  rest  of  the  abdominal  wound  closed  in  the 
ordinary  way.  The  patient  made  an  excellent  recovery.  There  was  no 
shock  and  no  untoward  symptoms  during  convalescence.  The  cervical 
canal  now  opens  at  the  lower  end  of  the  cicatrix  by  a  small  mucous 
fistula.  This  exudes  a  little  glairy  mucus,  but  does  not  in  any  M^y 
trouble  the  patient. 

Cases. — Double  Vagina  and  Double  Uterus;  Congenital  Atresia  of 
Left  Vagina;  Left  Hcematocoipos^  Left  Hcematometra,  Left  Hatnaiosal- 
pinx.  A  girl,  aged  1 5}  years,  was  brought  to  see  me  in  July,  1897,  by  Dr. 
Haig,  of  Coventry,  with  the  following  history.  She  began  to  menstruate  in 
March,  1896,  and  was  quite  regular  till  August  in  that  year.  She  then 
went  to  the  seaside  and  her  periods  stopped  for  two  months,  otherwise 
she  was  quite  well.  At  Christmas,  1896,  whilst  menstruating,  she  sud- 
denly felt  a  severe  pain  in  the  left  lower  abdomen  and  became  very  sick. 
On  examination  a  lump  was  felt  in  the  left  iliac  fossa.  After  the  period 
this  swelling  decreased  in  size  and  almost  disappeared.  At  the  next 
period  in  January,  1897,  she  had  very  little  pain.  At  the  end  of  February 
the  pain  returned,  lasted  the  whole  of  the  period,  and  did  not  entirely 
disappear  after  the  period.  From  this  time  onwards,  until  I  saw  her  in 
July,  she  had  a  constant,  dull,  aching  pain  in  the  left  abdomen,  with  vio- 
lent spasmodic  exacerbations  during  each  period.  She  had,  however,  no 
febrile  symptoms  and  no  loss  of  flesh. 

On  examination  of  the  abdomen  a  tense  fixed  cystic  swelling  was 
found  rising  out  of  the  pelvis,  filling  the  left  half  of  the  lower  abdomen 
and  reaching  almost  to  the  umbilicus.  It  was  about  the  size  of  a  five 
months'  pregnancy.  On  vaginal  examination  a  tumour  was  found,  cystic 
in  character,  filling  the  left  half  of  the  pelvis,  extending  down  on  the  left 
side  of  the  vagina  and  bulging  at  the  vaginal  orifice. 

On  July  23,  1897,  the  patient  was  anaesthetised  and  placed  in  the 
lithotomy  position,  and  the  cystic  swelling  to  the  left  of  the  vagina 
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fredy  incised.  A  large  quantity  of  dark  brown,  treacly  blood  poured  out. 
This  was  washed  out,  and  on  examination  it  was  evident  that  it  had  been 
reuioed  within  the  occluded  left  vagina  and  uterus.  She  had  a  double 
uterus  and  a  double  vagina,  the  right  half  of  which  was  patent,  and 
through  this  she  had  menstruated  norihally.  The  left  vagina  was 
occinded,  and  the  blood  from  the  left  uterus  had  been  dammed  up  in  it 
and  in  the  uterus  itself.  The  two  vaginae  were  separated  by  a  thick 
muscular  partition.  On  making  a  bimanual  examination  a  large  cystic 
swelling  about  the  size  of  a  man's  fist,  evidently  a  distended  Fallopian 


Case  8. — HM.,  right  half  ol  double  uterus ;  K,  right  half  of  double  vagina ; 
S.C.^  hseoiatocolpos  ;  bsematometra  ;  haeuiatusalpinx ;  J,P,H,, 

intr&peritoDeal  haematocele. 

lobe,  was  found  high  up  to  the  left  of  the  uterus.  As  it  was  obvious  that 
ibis  would  not  drain  away  per  vaginatn^  and  there  was  danger  of 
septic  infection  of  its  contents,  I  decided  to  open  the  abdomen  at  once 
in  the  middle  line.  As  I  had  anticipated,  the  mass  was  found  to 
be  the  left  Fallopian  tube,  distended  with  blood  to  the  size  of  a  large 
sausage.  Its  outer  end  passed  into  a  localised  intraperitoneal  hscmatocele 
similar  to  that  which  is  frequently  met  with  in  cases  of  tubal  pregnancy. 
1  inased  the  distended  tube  and  emptied  it  of  its  contents,  and  at  the 
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same  time  washed  out  the  blood  of  the  hematocele  ;  I  did  not,  however, 
remove  the  tube.  The  abdomen  was  closed  in  the  usual  way  and  the 
vagina  lightly  packed  with  iodoform  gauze.  The  patient  made  an 
excellent  recovery,  got  out  of  bed  on  August  i6,  and  returned  home  on 
August  24.  Since  then  she  has  remained  perfectly  well  and  has 
menstruated  regularly. 

In  this  case  there  was  a  double  uterus  (each  with  its 
own  Fallopian  tube  and  ovary)  and  a  double  vagina.  The 
right  vagina  and  uterus  were  patent,  the  left  were  occluded 
and  distended  with  menstrual  blood.  This  blood  had  been 
forced  back  through  the  left  Fallopian  tube,  distending  it 
into  a  haematosalpinx,  and  this  in  its  turn  had  leaked  into 
the  peritoneum  and  formed  an  intraperitoneal  haematocele. 
Fortunately  for  the  patient  the  retained  menstrual  blood 
evacuated  by  operation  before  it  had  become  infected.  At 
the  present  time,  just  within  the  vulva,  there  are  two  open- 
ings easily  admitting  the  forefinger,  the  one  leading  to  the 
right  vagina  and  right  uterus,  and  the  other  to  the  left  vagina 
and  uterus. 


Case  9.— Z.C/l,  left  half  of  double  uterus  ;  H.M,^  hsematometn  ;  H.S.^ 
bxniatosalpinx ;  vagina. 

Case  9. — Double  Uterus y  Congenital  Atresia  of  Right  Cervix ; 
Right  Hcematometra^  Hematosalpinx,  A  woman,  aged  29,  aiarried 
nine  years  and  a  half,  never  pregnant,  consulted  me  on  June  27,  1898. 
She  complained  of  intense  pain  at  her  periods,  which  got  worse  each 
month.  The  periods  were  regular,  lasted  five  days  and  were  profuse. 
The  pain  was  colicky,  was  felt  on  the  right  side  of  the  lower  abdomen, 
began  two  days  before  the  period ,  and  lasted  all  the  time.    For  soaie 
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years  she  bad  noticed  a  lump  on  the  right  side  of  the  hypogastrium.  It 
^ot  larger  at  each  period,  and  was  slowly  increasing. 

On  examination  a  round  mass  about  the  size  of  a  three  months'  preg- 
nancy was  felt  to  the  right  of  the  uterus  and  merging  into  it.  On  June 
3^^  1898,  I  opened  her  abdomen  and  found  that  the  mass  to  the  right 
was  the  distended  right  half  of  a  double  uterus,  the  whole  of  which  I 
removed.  The  right  half  of  this  double  uterus  did  not  communicate 
with  the  cervical  canal,  and  was  distended  with  retained  menstrual 
blood,  as  was  also  the  right  Fallopian  tube.  The  patient  made  a  slow 
bat  complete  recovery. 

Case  10. — Double  Vagina  and  Double  Uterus;  Congenital  Atresia 
of  Left  Vagina  ;  Pyocolpos,  This  patient  was  aged  18,  and  was  single. 
She  was  admitted  into  the  City  Hospital  in  December,  1898,  suffering 
from  scarlet  fever.  During  her  convalescence  she  had  regular  attacks 
of  fever  with  pain  in  the  left  lower  abdomen,  and  symptoms  of  severe 


Case  10. — R.U.j  right  half  of  double  uterus;  K.V,,  right  half  of  double 
vagina;  L.U.,  left  half  of  double  uterus;  /'.C,  pyocolpos. 

septic  absorption.  At  the  same  time  the  nurse  noticed  that  there  was 
a  large  quantity  of  very  foetid  pus  escaping  at  intervals  from  the  vagina, 
especially  during  micturition.  Thinking  that  possibly  she  had  a  pelvic 
abscess.  Or.  Millard  asked  me  to  see  her,  and  on  examination  I  found 
an  elongated  cystic  swelling  occupying  the  whole  of  the  left  half  of  the 
pelvis,  and  reaching  down  by  the  side  of  the  vagina  almost  to  the 
vulva ;  pus  was  escaping  into  the  vagina  through  a  small  opening  near 
the  cervix. 

I  put  her  under  an  anaesthetic  and  made  a  free  incision  into  this 
cystic  swelling,  letting  out  a  large  quantity  of  extremely  foetid  matter. 
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After  washing  this  freely  away  I  could  feel  at  the  very  top  of  the 
cavity  a  small  cervical  opening.  It  was  then  evident  that  the  case  was 
one  of  double  uterus  and  double  vagina,  occlusion  of  the  left  vagina, 
retention  within  it  of  the  blood  from  the  left  uterus,  subsequent 
decomposition  of  this  blood,  and  the  formation  of  a  pyocolpos. 
The  right  uterus  and  vagina  were  patent,  and  through  these  the  girl 
had  menstruated  regularly  once  a  month.  It  was  noticed,  however, 
that  at  each  month  she  had  severe  colicky  pain  in  the  left  half  of  the 
pelvis.  I  cut  away  the  thick  and  muscular  septum  between  the  two 
vagina?,  thus  throwing  them  into  one.  After  thoroughly  disinfecting 
the  vaginal  sac  I  packed  it  with  iodoform  gauze,  which  was  kept  in  for 
three  days.  This  patient  made  an  excellent  recovery,  and  has  since 
remained  well. 

I  last  examined  her  on  March  28, 1899,  when  I  found  that  the  left  half 
of  the  vagma  had  contracted  practically  to  its  normal  limits.  The  re- 
mains of  the  septum  could  be  felt  as  a  ridge  running  down  the  mesial  line 
of  both  the  anterior  and  posterior  walls  and  becoming  distinctly  raised 
as  a  crescentric  fold  at  the  top  of  the  vagina.  On  either  side  of  it  was  a 
cervical  orifice.  Since  the  operation  the  girl  has  menstruated  reg^ularly, 
each  period  lasting  four  days  and  practically  without  pain.  As  far  as 
I  can  ascertain  she  menstruates  from  both  uteri  simultaneously ;  but 
as  I  have  not  had  an  opportunity  of  examining  her  during  menstniation 
I  cannot  be  sure  of  this  fact.  In  this  case  there  was  no  distension  of  the 
left  uterus  or  Fallopian  tube,  the  collection  being  confined  entirely  to  the 
left  vagina. 

Case  ii. — Imperforate  Hymen ;  Hamatocolpos .  On  March  20,  1899, 
I  was  called  to  see,  in  consultation  with  Dr.  George  Elkington  of 
Birmingham,  a  girl,  aged  13^  years,  who  had  not  yet  menstruated.  She 
had  been  in  good  health  until  about  two  weeks  previously,  when  she 
began  to  complain  of  backache,  pain  in  the  right  lower  abdomen  and 
aching  pains  down  the  thighs.  She  had  a  good  deal  of  difficulty  in 
passing  water.  There  was  no  sickness  and  no  rigors.  Her  temperature 
was  elevated,  running  to  about  102°  F.  at  night-time.  In  consequence  of 
difficulty  in  passing  water,  Dr.  Elkington  examined  the  abdomen  and 
found,  rising  out  of  the  pelvis  and  reaching  nearly  to  the  umbilicas,  a 
tumour  which  at  first  sight  looked  like  a  distended  bladder.  On  passing 
a  catheter,  however,  this  swelling  was  found  to  be  a  cystic  tumour  behind 
the  bladder.  On  separating  the  labia,  a  tense  purplish-black  swelling 
about  the  size  of  a  goose  egg  was  seen  bulging  down  through  the  vulva. 
Dr.  Elkington  asked  me  to  see  her,  and  it  was  found  that  the  vulvar 
swelling  was  an  imperforate  hymen  bulged  down  by  a  collection  of 
retained  menstrual  blood  which  distended  the  whole  of  the  vagina. 
The  swelling  felt  above  the  pubis  was  the  upper  pole  of  this  vaginal 
collection. 

The  patient  was  put  under  an  anaesthetic  and  the  greatly  thickened 
hymeneal  membrane  cut  away  with  scissors,  close  to  its  vaginal  attach- 
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meat.  A  large  quantity  of  the  characteristic  viscid  chocolate-coloured 
ilaid  was  evacuated,  and  the  vagina  thoroughly  cleansed  by  prolonged 
irrigation.  The  uterus  had  been  raised  up  by  the  retained  menstrual 
fluid  in  the  vagina,  but  was  not  itself  distended.  The  vagina  was  lightly 
packed  with  iodoform  gauze,  which  was  removed  on  the  fourth  day. 
The  patient  made  an  uninterrupted  recovery,  and  has  since  remained 
perfectly  welL  She  has  menstruated  quite  regularly,  has  a  fairly  profuse 
fJow,  without  any  pain. 


Case  i  i. — F,  7'.,  Fallopian  tube  ;  6/.,  uterus  ;  H.C^  hsematocolpos  ;  vulva, 
with  imp^orate  hymen. 

Case  12. — Imperforate  Hymen;  Hamatocoipos,  This  patient  was 
single  and  aged  15,  and  was  sent  to  me  on  August  18,  1901,  by  Dr. 
Davidson,  of  Appleby  Magna.  She  had  never  menstruated,  but  com- 
plained of  severe  pains  of  a  bearing  down  character  coming  on  every 
oNMith  and  lasting  for  a  week.  The  last  attack  was  about  a  month 
previously.  She  was  getting  worse  every  month,  and  lately  had  noticed 
a  swelling  in  the  lower  part  of  the  abdomen.  At  times  the  pain  was 
50  severe  as  to  bring  on  vomiting.  She  had  no  febrile  symptoms,  no 
difficulty  in  micturition,  and  looked  in  excellent  health. 

On  examining  her  I  found  a  cystic  swelling  rising  out  of  the  pelvis 
^d  reaching  nearly  to  the  umbilicus.  On  making  a  vaginal  examina- 
tion I  found  the  lower  end  of  the  vagina  completely  blocked  by  a  tough 
nembrane — the  imperforate  hymen.  On  making  a  rectal  examination, 
the  k>wer  pole  of  the  abdominal  swelling  could  be  felt  in  front  of  the 
rectum  and  behind  the  bladder.  It  was  evidently  a  case  of  imperforate 
b)'men  causing  menstrual  retention  in  the  vagina. 
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I  took  her  into  the  Women's  Hospital,  and  under  an  anaesthetic 
cut  away  the  occluding  membrane,  evacuated  the  retained  menstrual 
blood  (which  was  perfectly  sweet),  washed  out  the  cavity,  and  drained 
with  iodoform  gauze.  The  retention  was  confined  to  the  vagina,  the 
uterus  and  Fallopian  tubes  being  raised  up  on  the  top  of  the  vaginal 
swelling,  but  not  distended.  The  patient  made  a  very  good  recovery, 
and  has  since  then  menstruated  normally. 


Case  12. — uterus;  H,C.^  haematocolpos. 

Summary  of  Cases. 

In  conclusion,  let  me  briefly  summarise  these  twelve  cases. 

The  atresia  was  at  the  hymen  in  two  cases  (11  and  12)  ; 
it  was  in  the  vagina  in  four  cases  (5,  7,  8,  10) ;  it  was  in 
the  cervix  in  six  cases  (i,  2,  3,  4,  6,  9).  The  uterus  was 
bicornuous  in  one  case  (i).  The  uterus  was  double  but 
the  vagina  was  single  in  two  cases  (4,  9).  There  was  both 
a  double  uterus  and  a  double  vagina  in  two  cases  (8,  10). 
The  retention  cyst  consisted  of  the  vagina  alone,  the  uterus 
and  tubes  not  being  distended,  in  three  cases  (10,  11,  12). 
The  uterus  alone  was  distended  in  three  cases  (i,  2,  3). 
Not  only  the  uterus  but  also  the  Fallopian  tubes  were  dis- 
tended in  six  cases  (4,  5,  6,  7,  8,  9).  The  retained  fluid  was 
blood  in  seven  cases  (2,  3,  7,  8,  9,  11,  12)  ;  it  was  pus  in 
three  cases  (i,  4,  10) ;  that  in  the  uterus  was  blood,  that  in 
the  Fallopian  tubes  was  pus  in  two  cases  (5,  6). 


Obituary 


249 


OBITUARY. 

THOMAS  VINCENT  JACKSON,  J.P.,  F.R.C.S.Edin.,  &c. 

Surgeon  to  the  Wolverhampton  and  Staffordshire 
General  Hospital. 

Thomas  Vincent  Jackson,  a  Fellow  of  this  Society, 
and  of  great  local  repute  as  a  surgeon,  died  on  October  12, 
at  his  residence,  Whetstone  House,  Waterloo  Road,  Wolver- 
hampton, from  pneumonia.  Born  in  1836,  he  qualified  in 
1857  as  a  Member  of  the  Royal  College  of  Surgeons,  and  in 
the  following  year  as  Licentiate  of  the  London  Apothecaries 
Company,  becoming  also  a  Fellow  of  the  Royal  College  of 
Surgeons,  Edinburgh,  in  1883,  Appointed  House  Surgeon  to 
the  Wolverhampton  General  Hospital  in  1859,  he  was  placed 
on  the  Honorary  Surgical  Staff  in  March,  1864.  He  was 
connected  with  several  scientific  societies,  and  frequently 
contributed  to  the  medical  journals.  He  had  been  Presi- 
dent, afterwards  Representative,  in  the  Council  of  the 
Staffordshire  Branch  of  the  British  Medical  Association. 
He  was  also  appointed  a  Justice  of  the  Peace,  respectively 
for  the  County  Borough  of  Wolverhampton,  and  for 
Staffordshire.  For  a  short  period,  formerly,  he  served  the 
town  of  his  adoption  as  Health  Officer,  and  for  many  years 
in  the  Council,  becoming  Chief  Magistrate  in  1887.  The 
first  portion  of  the  funeral  service,  of  a  public  character, 
was  conducted  in  the  historical  church  of  St.  Peter,  which 
was  filled  by  a  sympathetic  congregation,  and  attended  by 
the  Mayor  in  his  robes  of  office,  many  members  of  the 
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Council,  Representatives  respectively  of  the  Magisterial 
Bench,  General  Hospital,  the  Staffordshire  Branch  of  the 
British  Medical  Association,  the  local  Profession,  and  the 
Queen  Victoria  Nursing  Institution,  which  was  mainly 
founded  by  his  efforts.  The  interment  took  place  in  the 
family  vault  at  the  Highgate  Cemetery,  North  London. 
He  leaves  a  widow  to  mourn  his  loss,  his  first  wife  having 
pre-deceased  him  about  ten  years.  ].  A.  L. 

Mr.  Jackson  was  a  Member  of  the  Council  of  our  Society  from  1884- 
1886  ;  a  cordial  appreciation  of  his  life  and  work  appeared  in  the  British 
Medical  Journal^  October  26,  1901,  and  at  the  Meeting  of  the  StafTord* 
shire  Branch  of  the  Association  the  following  resolution,  proposed  by  the 
President,  Mr.  Folker,  and  seconded  by  the  ex-President,  Dr.  Carter, 
was  carried  unanimously :  •*  That  the  members  of  the  Staffordshire 
Branch  of  the  British  Medical  Association  desire  to  record  their  deep 
sense  of  the  loss  which  the  Branch  has  sustained  by  the  death  of  Mr. 
T.  Vincent  Jackson,  who  not  only  took  a  prominent  part  in  the  formation 
of  the  Branch  in  1874,  but  ably  filled  the  office  of  Honorary  Secretary 
from  that  time  until  his  nomination  as  President  in  1888.  The  members 
of  the  Branch  hereby  convey  to  Mrs.  Vincent  Jackson  their  sincere 
sympathy  with  her  in  her  bereavement,  together  with  an  expression  of 
their  grateful  appreciation  of  her  husband's  long  and  active  service  on 
behalf  of  the  Branch." 

[With  the  feelings  expressed  in  this  resolution,  we  are  sure  that  the 
Fellows  of  the  British  Gynaecological  Society  will  cordially  agree. — Ed.) 
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REVIEWS. 

Obstetrics  :  A  Manual  for  Students  and  Practi- 
tioners. By  David  James  Evans,  M.D.,  Lecturer 
on  Obstetrics  and  Diseases  of  Infancy,  McGill  Uni- 
versity, Montreal,  F.O.S.Lond.,  &c.,  &c.  Illustrated 
with  149  engravings.  Pp.  430,  extra  crown  8vo. 
London  :  Henry  Kimpton,  1901. 

This  manual  forms  one  of  a  series  of  pocket  text-books 
edited  by  Dr.  Bern  B.  Gallaudet,  of  Columbia  University, 
New  York,  and  professedly  is  intended  for  the  use  of 
students  in  attendance  on  lectures  and  junior  practitioners 
in  their  everyday  work  After  a  short  description  of  the 
processes  of  menstruation  and  ovulation,  the  consideration 
of  the  changes  in  the  maternal  system  and  the  care  of  the 
patient  during  normal  pregnancy,  is  preceded  by  a  sketch 
of  the  development  of  the  foetus  and  its  membranes  and 
placenta.  A  clear  and  concise  account  of  the  anatomy 
and  mechanism  of  labour  follows,  and  here  as  elsewhere 
in  the  book  the  illustrations  are  well  chosen,  particularly 
so  as  regards  the  position  of  the  child.  The  directions  as 
to  antiseptics  of  patient,  nurse,  and  obstetrician  are  lucid 
and  short,  and  preliminary  vaginal  irrigation  is  forbidden 
in  normal  cases.  The  importance  of  external  examination 
is  laid  down,  and  the  general  conduct  of  labour  and  child- 
bed well  described. 

The  remainder  of  the  book  is  devoted  to  the  pathology 
of  pr^nancy,  labour,  and  child-bed,  and  to  a  description  of 
the  various  obstetric  operations.  Though  the  text  is  neces- 
sarily condensed  and  excusably  dogmatic,  the  rules  laid 
down  are  sound,  and  the  book  will  prove  a  useful  guide  to 
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those  for  whom  it  is  intended.  The  author  lays  more  stress 
on  emotional  fever  than  is  generally  done,  but  very  pro- 
perly says  that  a  puerperal  temperature  of  loi**  F.  for 
twenty-four  hours  is  almost  certain  to  mean  septic  infection 
unless  some  other  cause  can  be  found.  He  admits  auto- 
infection  in  exceptional  cases,  and  thinks  that  when  infec- 
tion is  due  to  the  streptococcus  alone,  serotherapy  may,  if 
used  early  and  in  large  doses,  be  employed  with  a  fair 
prospect  of  success. 

Gynecology  :  a  Manual  for  Students  and  Practi- 
tioners. By  Montgomery  A.  Crockett,  M.D., 
Adjunct  Professor  of  Obstetrics  and  Clinical  Gyne- 
cology, Medical  Department  University  of  Buffalo, 
attending  Gynecologist  to  the  Buffalo  General  and 
Erie  County  Hospitals.  Illustrated  with  107  engrav- 
ings. Extra  crown  8vo.  Pp.  368.  London  :  Henry 
Kimpton,  1901. 

This  book  is  also  one  of  the  series  of  pocket  text-books 
edited  by  Dr.  Gallaudet.  It  exhibits  in  a  reasonable  com- 
pass the  essential  features  of  gynaecology,  and  the  author 
has  embodied  in  his  condensation  of  the  accepted  views  of 
the  best  gynaecological  authorities  the  results  of  his  own 
experience  and  practice,  with  the  result  that  he  is  somewhat 
dogmatic,  and  at  all  events,  as  to  his  condemnation  of  silk 
in  favour  of  catgut  for  all  intra-abdominal  sutures  and  liga- 
tures, has  elicited  dissenting  notes  from  his  editor. 

The  arrangement  of  the  work  is  somewhat  unusual. 
Operations  follow  local  treatment  early  in  the  book,  men- 
struation and  its  disorders  are  comparatively  late,  and  are 
separated  from  metritis  by  the  chapters  on  the  urinary 
organs,  on  tumours,  and  on  displacements  ;  malformations 
and  tuberculosis  are  treated  last,  after  sterility,  ectopic 
gestation,  puerperal  and  non-puerperal  injuries  and  fistulje. 
This  is,  however,  of  less  account,  as  the  excellent  print  and 
prominent  sub-titles  and  head  lines,  with  a  fair  index,  make 
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it  easy  to  find  one's  place.  The  illustrations  are  mostly 
familiar,  as  may  be  expected  in  a  work  of  the  kind  ;  several 
from  Bland-Sutton  and  other  English  authors. 

Points  of  Practical  Interest  in  GvNiECpLOGY.  By  H. 
Macnaughton-Jones,  M.D.,  M.Ch.,  Q.U.I.,  Master  of 
Obstetrics  (Honoris  Causa),  Royal  University  of  Ireland, 
&c.,  &c.  With  18  plates.  Second  edition.  Demy  8vo. 
Pp.  xii.  and  137.  London  :  Baillifere,  Tindall  and  Cox. 
Price  4s.  6d.  net. 

The  first  edition  of  this  work  met  with  such  approval 
that  it  was  exhausted  in  a  few  months  ;  the  present  issue  is 
enlarged  by  a  chapter  upon  retroversion  of  the  uterus,  and 
an  appendix  containing  some  important  recent  contribu- 
tions on  the  degenerations  of  myomata.  The  value  of  the 
book  is  materially  increased  by  these  additions.  The  latter 
point  especially  is  one  upon  which  the  views  of  the  pro- 
fession have  been  greatly  modified  quite  recently.  The 
plates  are  extremely  good,  both  as  regards  illustrating  the 
text  and  as  to  the  way  they  are  executed,  and  we  have  no 
doubt  this  edition,  like  the  last,  will  find  a  large  circulation. 

Uterine  Fibromyomata,  their  Pathology,  Diagnosis 
AND  Treatment.  By  E.  Stanmore  Bishop,  F.R.C.S. 
Eng.,  with  49  illustrations.  London  :  Rebman  Ltd., 
1901.    Pp.  324.  Svo. 

In  the  preface  to  this  work  Mr.  Bishop  tells  us  that  his 
object  has  been  to  supply  a  comprehensive  view  of  the 
subject  to  those  who  cannot  spare  the  time  and  pains 
necessary  to  follow  its  voluminous  literature,  scattered  as 
it  is  through  medical  journals  of  all  kinds  and  in  all 
countries.  In  this  we  think  he  has  been  successful,  and 
we  have  no  doubt  the  work  will  be  welcomed  not  only  by 
surgeons  but  by  those  whose  duty  it  is  to  advise  patients 
suffering  from  this  disease  as  to  their  future  course.  We 


254 


Reviews 


also  think  the  plan  which  our  author  has  adopted  of  first 
giving  a  general  view  of  the  subject,  as  he  has  done  in 
chapters  i  and  8,  and  subsequently  dealing  with  matters 
in  greater  detail,  is  an  excellent  one.    Perhaps  the  most 
important  matters  connected  with  fibromyomata,  are  the 
much  debated  questions  as  to  what  are  the  actual  dangers 
attending  these  tumours,  and  how  are  such  cases  to  be 
treated  ?  and  Mr.  Bishop  has  devoted  the  greater  part  of  his 
book  to  their  consideration.    It  may  appear  to  some  that 
he  has  assumed  the  rdU  of  an  advocate  of  early  operation 
rather  than  that  of  an  impartial  judge,  and  that  the  picture 
which  he  has  drawn  of  the  condition  of  patients  suflFering 
from  the  disease  is  too  gloomy ;  but  we  imagine  that  he  has 
been  driven  into  this  position  by  the  optimistic  views 
expressed  by  others,  who  have  represented  the  condition  as 
one  seldom  if  ever  dangerous  to  life  and  which  undergoes 
a  spontaneous  cure  at  the  menopause ;  and  it  is  evidently 
one  of  the  chief  objects  of  this  work  to  show  that  fibro- 
myomata of  the  uterus  are  by  no  means  the  harmless 
growths  that  such  teachers  would  have  us  believe,  but  that 
on  the  contrary,  they  may  prove  fatal  either  directly  or 
indirectly,  and  that  even  where  they  do  not  do  so  the 
patients  suffering  from  them  are  often  condemned  to  a  life 
of  chronic  invalidism.    The  direct  causes  of  death  are 
haemorrhage,  changes  in  the  growth  and  twisting  of  its 
pedicle.    The  indirect  causes  are  atrophy  of  the  cardiac 
muscle,  obstruction  of  the  ureters,  or  intestine,  profound 
anaemia,  which  renders  the  patient  unable  to  combat  with 
current  diseases,  and  embolism;  but  should  the  patient 
escape  these  dangers  she  is  often  condemned  to  a  life  which 
he  truly  describes  as  little  better  than  a  vegetative  existence. 
The  hoped  for  menopause  is  generally  postponed  or  pro- 
longed, and  should  the  tumour  become  librocystic,  or 
oedematous,  it  will  bring  no  relief.    A  point,  too,  of  the 
greatest  importance,  upon  which  he  lays  especial  stress  is, 
that  delay  and  ineffective  treatment  immensely  increase  the 
risk  of  operative  interference  owing  to  the  dangers  imported 
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into  it,  owing  to  changes  in  the  tumour  itself  and  in  the 
parts  around  it.  These  dangers  arise  from  adhesions  which 
prolong  the  operation,  alter  the  relations  of  parts,  rendering 
probable  the  wounding  or  laceration  of  gut  or  ureter ;  the 
development  of  the  growth  into  the  broad  ligament  distend- 
ing the  meso-sigmoid  or  meso-caecum,  which  after  enuclea- 
tion of  the  tumour  might  be  followed  by  obstruction  or 
gangrene  of  the  gut;  leakage  of  infective  material  in 
sloughing  myomata  and  pyosalpinx ;  cardiac  atrophy ; 
profound  anaemia  and  phlebitis,  and  in  this  connection  he 
quotes  with  approbation  Bland  Sutton's  opinion  that  "  it  is 
becoming  a  plain  duty  to  point  out  to  patients  with  uterine 
myomata  that  the  earlier  the  tumours  are  removed  the  less 
the  operative  dangers,  and  therefore  the  more  diminished 
the  peril  to  life." 

Anatomy,  development  and  secondary  changes  are  not 
exhaustively  dealt  with ;  the  first  is  regarded  from  the 
surgical  aspect,  and  describes  the  vascular  supply  and 
relations  of  the  uterus  to  surrounding  parts,  and  the  altera- 
tions in  those  relations  due  to  the  growth  of  tumours.  In 
regard  to  the  origin  of  fibromyomata  he  agrees  with  Pilliet, 
who  considers  that  they  arise  in  the  adventitia  of  the  uterine 
capillaries,  but  he  does  not  supply  any  new  argument  in 
favour  of  this  theory.  Diagnosis  is  very  fully  dealt  with, 
and  the  supreme  value  of  bimanual  examination,  especially 
the  recto-abdominal  method,  duly  emphasised.  The  dangers 
arising  from  the  incautious  use  of  the  uterine  sound  are 
dwelt  upon,  many  cases  of  septicaemia  having  been  caused 
by  it,  and  in  general  he  says  it  should  be  avoided,  and 
evidence  as  to  the  interior  of  the  uterus,  if  needed,  can  be 
obtained  in  a  much  better  and  safer  way  by  dilatation  of 
the  cervix. 

More  than  half  the  work  is  devoted  to  treatment.  The 
fiU  of  medicine  is  in  his  opinion  a  small  one,  and  the  pro- 
longed use  of  drugs  useless,  and  it  wastes  time,  permitting 
the  occurrence  of  complications  which  greatly  increase  the 
risk  of  subsequent  intervention  and  defrauds  the  patient  with 
delusive  hopes  of  the  disappearance  of  the  growth,  which  are 
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inevitably  doomed  to  disappointment.  These  remarks  apply 
not  only  to  drugs  but  also  to  baths,  such  as  Kreuznach,  and 
to  the  use  of  steam,  which  he  wrongly  states  is  called  zesto- 
causis  by  Pincus.  Atmocausis  was  the  term  introduced  by 
him  for  the  application  of  steam ;  zestocausis  to  a  cautery 
heated  by  steam ;  but  this  was  probably  a  lapsus  calami. 
We  are  rather  surprised  by  his  laudation  of  electricity,  to 
the  consideration  of  which  he  devotes  an  entire  chapter, 
and  which  he  says  is  powerful  for  good. 

Most  of  the  operations  recently  introduced  for  the  treat- 
ment of  fibromyomata  are  briefly  described  and  discussed, 
and  the  following  are  recommended.  Myomectomy  or  enu- 
cleation, abdominal  or  vaginal,  abdominal  panhysterectomy, 
vaginal  panhysterectomy,  and  a  combination  of  these  two 
methods.  He  is  in  favour  of  the  vaginal  operation  when  it 
is  possible ;  a  modification  of  Kelly's  abdominal  operation, 
but  removing  the  cervix ;  or  panhysterectomy  by  a  com- 
bined vaginal  and  abdominal  operation  commencing  from 
below.  We  doubt  very  much  if  such  a  method  will  recom- 
mend itself  to  others.  His  views  as  to  treatment  are  fairly 
epitomised  when  he  says  that  fibromyomata  may  indeed 
almost  be  said  to  require  nothing  or  to  require  electrical  or 
surgical  interference. 

The  last  chapter,  upon  Final  Results,  is  disappointing, 
but  will  be  found  to  correspond  with  the  experience  of 
most  operators  as  to  the  difficulty  of  following  up  the 
history  of  their  cases. 

The  book  is  a  good  summary  of  our  present  knowledge 
of  the  subject  with  which  it  deals,  and  Miss  Louise  Brad- 
bury deserves  much  credit  for  her  admirable  illustrations. 

Ueber  Puerperale  Eclampsie  und  deren  Behandlung. 
Von  Docent  Dr.  Ludvstig  Knapp,  Assistent  in  der 
deutschen  geburtshilfiichen  Universit&tsklinic  in  Prag. 
Imp.  8vo.  Pp.  50.  Berlin :  S.  Karger.  London : 
Williams  and  Norgate,  1900.    Price  is.  gd. 

This  monograph  is  a  sequel  to  the  author's  article 
"  Clinical  Observations  on  Eclampsia,"  in  the  third  volume 
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of  the  Manatschrift  fur  Gebutishulfe  und  Gyndkologie,  and 
is  practically  without  alteration,  the  Thesis  presented  by 
Dr.  Knapp  on  qualifying  as  Privat-docent.  It  is  based  on 
nineteen  cases  seen  during  three  recent  years  in  the  Prague 
Clinic,  where,  as  elsewhere,  the  frequency  of  eclampsia  proves 
to  be  increasing.  The  cause  of  the  disease  is  now  generally 
admitted  to  be  the  retention  of  some  undetermined  toxin 
in  the  system ;  its  clinical  aspect  Knapp  compares  with 
strychnine  poisoning.  As  to  treatment,  Duhrssen's  prin- 
ciple of  emptying  the  womb  as  soon  as  possible  is  generally 
adopted  at  Prague,  the  mode  of  delivery  being  chosen  so 
as  to  spare  the  mother  in  every  possible  way.  Knapp 
recommends  the  use  of  morphia  and  the  avoidance  of  the 
more  serious  obstetric  operations,  such  as  rapid  dilatation 
of  the  genital  canal,  though  such  dilatation  is  much  less 
dangerous  than  the  extraction  of  a  perforated  foetus  through 
passages  not  sufficiently  prepared  for  delivery.  We  are 
surprised  that  the  rupture  of  the  membranes  is  not  men- 
tioned as  a  means  of  hastening  delivery ;  it  is  a  comparatively 
simple  method  and  frequently  effective.  Perforation  of  a 
living  child  was  performed  in  four  instances,  which  seems 
an  unfortunately  large  number ;  it  may,  however,  be  remem- 
bered that  the  eclamptic  condition  is  very  unfavourable  for 
Caesarean  section,  the  results  of  which,  as  recorded  by 
Kustner,  Everke  and  Biermer,  are  far  from  encouraging. 

Consultations  de  Gynecologie  a  l'usage  des  Prati- 
CIENS.  Par  le  Dr.  G.  de  Rouville,  professeur  agr6g6 
k  la  Faculty  de  m^decine  de  Montpellier.  Preface  par 
ie  Dr.  J.  LuCAS-CHAMPiONifeRE.  I  vol.  in  8  de  247  pages 
avec  72  figures  noires  et  colorizes.  5  fr.  Librairie, 
J.  B.  Bailli&re  et  Fils,  19,  rue  Hautefeuille,  k  Paris. 

To  an  English  reader  the  title  of  this  work  would 
suggest  that  it  described  a  series  of  cases  with  their  histories 
and  symptoms,  and  discussed  their  diagnosis,  probable 
course  and  treatment,  but  it  is  rather  pricis  of  gynaecological 
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therapeutics,  in  which  the  various  subjects  are  arranged 
alphabetically  for  convenience  of  reference  by  the  student 
or  practitioner. 

To  make  such  a  prScis  is  by  no  means  an  easy  task; 
to  state  clearly  all  that  is  indispensable  and  exclude  all 
that  is  unimportant,  to  make  prominent  all  fundamental 
points  and  omit  all  that  may  merely  confuse  without 
instructing  the  reader,  who  is  too  busy  in  practice  to 
study  the  particular  subject  thoroughly,  requires  a  special 
talent  for  teaching.  The  author  has  previously  pubUshed 
a  similar  work  on  surgery  which  has  been  favourably 
received,  and  we  consequently  would  have  expected  to  find 
the  present  one  more  systematic,  or  that  the  title  of  the 
book  should  have  indicated  its  limitations.  His  choice  of 
subjects  is  quite  arbitrary,  for  it  is  difficult  to  see  why  cysts 
of  Bartholin's  glands  and  of  the  vagina  should  be  included 
and  those  of  the  ovary  not  mentioned,  or  why  lumbar 
anaesthesia  should  be  described,  and  nothing  said  of  local 
anaesthesia  or  any  method  of  narcosis. 

Naturally  the  methods  of  the  French  school  are  chiefly 
recommended,  but  by  no  means  to  the  exclusion  of  others. 
As  far  as  the  individual  affections  go  the  directions  given  are 
clear  and  lucid,  and  the  analysis  of  the  different  conditions 
by  which  they  may  be  complicated  are  carefully  followed 
out.  The  illustrations  are  well  selected  from  many  sources, 
English  and  German,  as  well  as  French.  Indeed,  there  is 
much  to  make  the  book  a  useful  work  of  reference  upon 
such  matters  as  are  included  in  it. 

Annual  and  Analytical  Cyclopaedia  of  Practical 
Medicine.  By  Charles  E.  de  M.  Sajous,  M.D.,  &c., 
&c.  Volume  VI.  Rectum  and  Diseases  of  the  Anus 
to  Zinc,  and  General  Index  ;  with  chromolithographs, 
engravings  and  maps.  Large  8vo.  Pp.  viii  and  1,043. 
Philadelphia :  F.  A.  Davis  and  Co.,  1901. 

This  volume  completes  the  first  series  of  a  valuable  work 
in  which  Dr.  Sajous  records  the  progress  made  in  the  last 
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decade  in  connection  with  all  the  general  diseases  usually 
described  in  text-books.  This  information  is  supplemented 
by  copious  excerpts  from  recent  medical  literature  upon  all 
those  subjects  as  regards  which  it  has  not  been  thought 
better  to  incorporate  the  new  ideas  in  the  text,  or  in  regard 
to  which  little  or  nothing  new  has  been  contributed  in  the 
past  ten  years. 

In  gynaecology  the  diseases  of  the  uterine  adnexa  have 
been  entrusted  to  Professor  E.  G.  Montgomery,  of  Phila- 
delphia ;  those  of  the  uterus  to  Professor.  H.  T.  Byford,  of 
Chicago  ;  while  those  of  the  vagina  and  vulva  are  under  the 
care  of  Dr.  A.  F.  Currier,  of  New  York,  the  mention  of 
whose  names  is  a  guarantee  that  these  subjects  have  been 
adequately  treated  considering  the  limited  space  at  their 
disposal.  In  obstetrics,  many  of  the  methods  which  form 
the  basis  of  every  accoucheur's  education  are  seldom  if 
ever  modified,  and  such  are  omitted  to  leave  room  for  those 
which  are  undergoing  change.  There  is,  indeed,  little  in 
connection  with  midwifery  in  this  volume,  the  more  im- 
portant advances  having  been  included  in  the  article  on 
Abnormal  Parturition  in  the  previous  volume  of  the  work, 
noticed  in  this  journal  last  year  (vol.  xvi.,  p.  262). 

Dr.  Sajous,  whose  aim  has  been  to  offer  the  general 
practitioner  a  clear  outline  of  the  entire  field  of  practical 
medicine,  including  specialities,  is  to  be  congratulated  on 
his  success.  The  publishers  deserve  great  praise.  Though 
there  are  more  than  a  thousand  pages,  the  book  is  not  over 
heavy ;  it  opens  fully  and  easily  in  its  strong  neat  binding, 
the  printing  is  admirable,  and  the  illustrations  well  selected 
and  well  executed.  We  note  particularly  the  coloured 
plates  illustrating  the  progressive  caseation  of  pulmonary 
tuberculosis  and  the  microscopic  histology  of  tumours,  and 
also  the  woodcuts  in  Professor  R.  H.  Sayre's  article  on 
diseases  and  injuries  to  the  spine.  The  magnification  of 
the  microscopical  sections  has  been  indicated  in  some 
instances,  a  practice  that  we  would  wish  to  see  universally 
adopted.  The  index  is  admirably  done,  with  numerous  cross 
references. 
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A  System  of  Physiological  Therapeutics.  A  prac- 
tical exposition  of  the  methods,  other  than  drug  giving, 
useful  in  the  Treatment  of  the  Sick.  Edited  by 
Solomon  Solis  Cohen.  Vol.  i,  Electrotherapy,  by 
GEORpE  W.  JACOBY,  M.D.,  in  two  books.  Book  i, 
Electrophysics ;  apparatus  required  for  the  Therapeutic 
and  Diagnostic  use  of  Electricity.  Book  2,  Diagnosis  ; 
Therapeutic  Methods;  Special  Electrotherapy.  Lon- 
don i.Rebman  Ltd.  In  II  volumes.  los,  per  vol. 
net. 

We  have  in  this  volume  on  Electrotherapy  the  first  of 
a  series  of  eleven  volumes,  which  will  complete  a  work  of 
a  unique  character.  Methods  of  treatment,  other  than  that 
by  drugs,  will  be  set  forth  fully,  clearly  and  authoritatively. 
There  will  be  a  complete  survey  of  the  means  and  methods 
of  applying  such  treatment  as  may  be  included  under  the 
following  heads  :  Pneumatotherapy,  Climatotherapy,  Bal- 
neology, Hydrotherapy,  Diet,  Artificial  light,  Rest  and 
Exercise,  Prophylaxis,  &c.,  &c. 

This  first  volume  on  Electrotherapy  consists  of  two 
books.  They  are  well  printed,  the  illustrations  are 
numerous  and  excellent  and  the  matter  is  put  forth  so 
clearly  and  yet  fully,  that  it  may  be  of  service  even  to  one 
with  hardly  any  previous  knowledge  of  electricity. 

The  first  book  is  descriptive  of  all  the  apparatus  required 
for  the  intelligent  and  purposeful  application  of  electricity 
in  treatment.  We  suspect  that  the  infrequent  use  of  this 
therapeutic  agent  is  largely  due  to  two  reasons.  Firstly, 
the  expense  of  the  apparatus,  and  secondly,  a  complete  igno- 
rance of  how  to  use  it.  Anyone  can  be  fully  enlightened  by 
these  volumes. 

In  the  second  book  there  are  special  sections  devoted  to 
the  application  of  electricity  in  general  surgery,  in  diseases 
of  the  eye,  the  ear  and  the  throat,  and  in  gynaecology.  It  is 
to  this  last  section  that  we  would  specially  refer.  Unlike 
most  authors  on  this  question,  Dr.  Franklin  H.  Martin,  who 
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writes  this  section,  does  not  claim  electricity  as  a  means  of 
cure  for  all  the  special  ailments  of  women.  What  he  says 
is  so  lucid  and  to  the  point  that  no  one  can  suffer  confu- 
sion. He  claims  it  as  of  immense  advantage  in  chronic 
metritis,  in  pelvic  exudates  where  there  is  no  pus,  in 
d]^enorrhoea,  neuralgia  and  from  non-development  of  the 
uterus,  and  lastly,  in  fibroids  of  the  uterus.  In  regard  to  the 
last  of  these  the  least  we  can  say  is  that  we  do  not  in  any  way 
agree  with  him.  We  do  not  think  it  conducive  to  the  best 
health  and  interest  of  the  patient  with  a  "  bleeding  fibroid " 
that  she  should  submit  to  a  prolonged  and  painful  course  of 
treatment,  the  ultimate  result  of  which  is  so  uncertain.  We 
do  not  agree  with  him  when  he  says  "a  fibroid  of  the 
uterus,  if  left  alone,  seldom  proves  fatal." 

To  any  physician  or  surgeon,  however,  who  is  desirous 
of  applying  electricity,  whether  as  a  diagnostic  or  remedial 
measure,  this  volume  will  be  a  very  great  help. 

We  have  also  received  more  recently,  and  too  late  for 
review  with  the  above,  the  third  volume  of  the  series. 
Climatology    and  Health    Resorts    including  Mineral 
Springs,"  by  Dr.  F.  Parkes  Weber,  which  we  hope  to 
deal  with  more  fully  in  the  future. 

Gynacologia  Helvetica,  herausgegehen  von  Dr.  O. 
Beuttner,  Privat-Docent  a.  d.  Universitat  Genf.  Erster 
Jahrgang  (bericht  uber  das  Jahr,  1900),  mit  23  illus- 
trationen.    Royal  8vo,  pp.  155.    Henry  Kundig,  Genf, 
and  Emil  Roth  ;  Giessen,  1901.    Price  3  mks. 
This  work  offers  a  concise  epitome  of  all  publications 
on  obstetrics  and  gynaecology  by  authors  resident  in 
Switzerland.    It  is  intended  to  appear  yearly,  and  will  con- 
tain abstracts  not  only  of  the  articles  in  the  Correspondenz- 
blatt  fur  Schweizer-Aerzie,  the  Revue  tnidicale  de  la  Suisse 
romande,  and  the  Bolletino  medico^  but  also  of  those  articles 
published  in  other  countries  by  Swiss  writers,  as  well  as 
condensed  reports  of  all  gynaecological  work  done  ui 
various  medical  societies  in  Switzerland. 
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The  field  of  gynaecology  necessarily  overlaps  the  surgery 
of  the  urinary  system,  and  intestines,  especially  in  regard  to 
the  caecum  and  appendix,  and  these  branches  of  surgery 
will  be  kept  within  the  purview  of  the  work,  as  also  embry- 
ology, and  the  bacteriology,  histology,  normal  and  patho- 
logical anatomy  of  the  female  genital  organs. 

Some  of  the  most  interesting  pages  of  the  present  book, 
from  the  Zeiischrift  fur  Gebtirtshulfe  und  Gyndcologie,  give 
the  results  of  a  series  of  experiments  made  by  the  editor, 
in  conjunction  with  Professor  Jentzer,  as  to  the  effects  of 
castration.  In  cows,  the  loss  of  the  ovaries  was  found  to 
be  followed  by  atrophy,  always  affecting  the  uterine  horns, 
but  more  constant  in  the  muscular  tissue,  vascular  and 
cortical  layers  than  in  the  mucosa.  In  rabbits,  a  similar 
atrophy  took  place  in  spite  of  the  administration  of  ovarian 
substance.  The  number  of  bitches  submitted  to  castration 
was  only  four,  but  undoubtedly  they  suffered  from  a 
chronic  atrophy  of  the  vessels  of  the  vascular  layer. 

Dr.  Beuttner  is  convinced  that  obstetrical  and  gynaeco- 
logical phenomena  in  animals  offer  a  field  of  investigation 
which  would  be  most  fruitful  in  increasing  our  knowledge, 
and  especially  recommends  Professor  Zschokke's  work  "  On 
the  Cause  and  Successful  Treatment  of  Sterility  in  Cattle  " 
to  the  perusal  of  every  gynaecologist.  The  Veterinary  Act 
also  furnishes  articles  on  neurosis  and  paresis  after  deliver). 

Some  score  of  theses  are  abstracted ;  we  notice  that 
in  one  read  at  Lausanne  by  Dr.  Razskazow,  on  the  basis 
of  twenty-two  cases  in  Roux'  Clinic,  castration  is  warmly 
recommended  in  uterine  fibroids  in  women  who  are  not 
young,  when  a  more  radical  operation  is  not  indicated  by 
the  size  of  the  tumour  or  by  complications. 
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We  are  compelled  by  pressure  on  our  space  to  reserve 
particular  comment  on  the  following  works  : — 

Tiacsactioiis  of  the  American  Association  of  Obstetricians  and  Gynaecologists, 
▼ol.  ziii.  for  the  year  190a 

From  Alqvist  and  Wikells,  Upsala  : 

Report  of  the  Obstetric  and  Gynaecological  Clinics  at  Upsala.    By  Dr.  A.  G. 
Lindfors. 

FlOM  BAILLliRS  BT  FiLS,  PARIS  : 

Haematometrie  et  Hsematocolpos  dans  le  cas  de  Duplidte  du  Canal  Genital. 

By  Dr.  G.  Gross. 
Haemorrhages  uterines  et  leur  Traitement.    By  Dr.  A.  Zimmem. 

From  BAnxiftRS,  Tyndall  and  Cox  : 

Menstruation  and  its  Disorders.    By  Dr.  A.  E.  Giles. 

From  John  Balk,  Sons  and  Danielsson  : 

Thie  Bmdshaw  Lecture:   The  Association  of  Inguinal  Hernia  with  the 
Descent  of  the  Testicle.    By  Mr.  John  Langton. 

From  J.  and  A.  Churchill  : 

Midwifery,  3rd  Edition.    By  Dr.  Heniy  Jellett. 
Gynaecological  Fathol<^.    Dr.  C.  Hubert  Roberts. 

From  S.  Kargbr,  Berlin  (Williams  and  Norgatb)  : 

Kehlkopf-  Nasen-  und  Ohren-krankheiten.    Dr.  Richard  Kayser. 
Pathologisches  Anatomic  des  graviden  Tube.   By  Dr.  August  Peterson. 
Haendedesinfectionsfrage.    By  Dr.  Richard  Schaeffer. 

From  Henry  Kimfton  : 

Text-book  of  Obstetrics,  3rd  edition.    By  Drs.  Grandin  and  Jarman. 

From  Rebman,  Limited: 

The  Student's  Manual  of  Venereal  Diseases,  7th  Edition.   By  Drs.  Sturges 
and  Cabot. 

Pkom  G.  Rbimer,  Berlin  : 

Die  Krankenpflege :  Monatsschrifl  fiier  die  geammten  Zweige  des  Kranken- 
pflege  nnd  Krankenbehandlung  im  Wissenschaft  und  Praxis,  No.  i,  1901. 

From  Simpkin,  Marshall,  Hamilton,  Kent  and  Co.  : 
Biaithwaite's  Retrospect  of  Medicine,  January  to  July,  1 901. 

Also  the  following  Pamphlets  and  Reprints  : — 

I'rafeaor  Murdoch  Cameron :  Caesarean  Section. 

Dr.  C.  G.  Davis  (Chicago) :  Two  Hundred  and  Thirty-seven  Consecutive 
Abdominal  Sections. 
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Dr.  G.J.  Engelmann  (Boston):  The  True  Suspended  Position  (Obstetrical)  tod 
The  American  Girl  of  To-day. 

Mr.  Hastings  Gilford :  Extra-uterine  and  Ovarian  Pregnancy. 

Dr.  M.  D.  Jones  (New  York) :  The  Treatment  of  Uterine  Fibroids  and  The 
Relation  of  Uterine  Fibroids  to  Adnexal  Disease. 

Dr.  Munro  Kerr :  Csesarean  Section. 

F.  P.  Kilmer :  The  Story  of  the  Papaw. 

Dr.  H.  J.  Kreutzmann  (San  Francisco) :  Fibromyoma  of  the  UtemSy  and  Preg- 
nancy and  Delivery  complicated  with  Tumours  and  Neoplasms  of  the 
Genital  Organs. 

Dr.  J.  S.  Stone  (Washington) :  Operations  for  Prolapse  of  the  Uteras  and 
Bladder. 
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BRITISH  GYNECOLOGICAL  SOCIETY. 
Thursday,  Novbubbr  14,  1901. 

J.  A.  MANSELL  MOULLIN,  M.A.,  M.R.C.P.,  President, 
IN  THE  Chair. 

Specimens.   By  Frederick  Edge,  M.D.,  F.R.C.S. 
(i)  Ruptured  Tubal  Pregnancy — Removed  Successfully. 

The  patient  was  a  young  married  woman,  who  had  had 
three  children.  She  was  seized  with  pain  and  faintness, 
and  for  a  month  or  two  the  menstrual  function  had  been 
irregularly  performed.  The  patient  had  also  been  in  a  weak 
state  of  health.  There  was  slight  temj)erature.  An  in- 
definite mass  occupied  the  region  of  the  vermiform  appendix, 
which  was  also  painful  and  tender. 

A  diagnosis  of  tubal  gestation  was  made,  although  the 
possibihty  of  appendicitis  was  taken  into  consideration.  The 
patient  was  operated  upon,  the  incision  being  made  some- 
what laterally,  in  view  of  the  possibility  of  appendicitis  being 
found 

The  case  proved  to  be  one  of  tubal  gestation,  the  only 
point  of  exceptional  interest  being  that  the  appendix  was 
adherent    During  the  operation  there  was  considerable 
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haemorrhage,  and  it  was  difiicult  to  separate  the  adhesions. 
The  patient  made  a  perfect  recovery. 

(2)  Myoma  Removed  by  Supravaginal  Hysterectomy. 

This  case  had  been  handed  over  to  him  by  his  colleague, 
Mr.  Christopher  Martin.  The  tumour  had  given  rise  to  a 
good  deal  of  pain  and  haemorrhage. 

He  took  that  opportimity  of  expressing  his  personal 
experience  of  the  supravaginal  operation.  Theoretically  he 
was  a  strong  supporter  of  panhysterectomy,  but  recently, 
rather  as  an  experiment,  he  had  tried  supravaginal  hysterec- 
tomy. He  had  found  it  exceedingly  simple,  and  the  cases 
had  recovered  so  rapidly  and  so  well,  that  he  was  convinced 
that,  from  the  practical  point  of  view,  there  was  much  to  be 
said  in  its  favour. 

(3)  Uterus  and  Upper  Portion  of  Vagina  Removed  for 
Prolapse,  after  Plastic  Operation  had  Failed^  in  a 
Woman,  after  the  Menopause. 

Fellows  on  examining  the  specimen  would  find  that  a 
certain  amount  of  mucous  membrane  was  adherent  to  the 
cervix  on  either  side.  That  was  due  to  the  fact  that,  when 
operating,  he  had  adopted  a  modification  of  a  method  advo- 
cated by  Mr.  Christopher  Martia  The  essential  features 
of  the  procedure  were  that  anterior  and  posterior  colpotomy 
were  first  performed,  the  fimdus  was  then  drawn  out,  the 
uterus  ligatured  from  above  down,  and  the  cervix  cut  across. 
The  cervix  could  then  be  put  on  the  stretch,  and  the  mucous 
membrane  be  stripped  down  as  far  as  the  operator  deemed 
necessary  with  ease,  with  haemorrhage  imder  complete  con- 
trol, and  with  greater  expedition  than  when  it  was  dissected 
oflf  from  below  upwards. 

The  President  said  each  of  the  cases  which  Dr.  Edge 
had  brought  forward  were  worthy  of  an  evening  s  discussion. 
The  second  operation,  that  for  fibroid  of  the  uterus,  had  an 
exceptional  interest  for  him,  because  he  had  had  occasion 
to  operate  upon  an  exactly  similar  case  that  afternoon.  In 
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the  specimen  before  the  Society  there  appeared  to  be  a  small 
fibroid,  which  was  only  partially  connected  with  the  uterus. 
In  such  a  case  he  would  prefer  to  enucleate  the  fibroid,  and 
leave  the  uterus  and  appendages  intact  Panhysterectomy 
in  that  particular  case  appeared  superfluous,  and  even  the 
subperitoneal  operation  more  than  was  actually  required 

Dr.  Heywood  Smith,  referring  to  Mr.  Edge's  remarks 
upon  his  second  case,  said  that  there  were  certain  cases  of  the 
kind  under  discussion  in  which  he  believed  the  subperitoneal 
operation  to  be  the  best  Many  years  previously  he  had  read 
a  paper  on  the  subject  before  the  Society,  at  a  time  when  the 
operation  was  in  its  infancy.  Since  that  time  many  leading 
gynaecologists  had  followed  the  subperitoneal  method  when- 
ever it  was  practicable.  Mr.  Howard  Kelly,  Mrs.  Scharlieb, 
and  Mr.  Bland  Sutton,  were  names  that  occurred  at  the 
moment  to  him  They  found  that  the  operation  could  be 
performed  more  rapidly,  the  vagina  was  not  touched,  and 
the  point  of  the  cervix  was  left  in  a  natural  position.  One 
point  had  not  yet  been  explained,  namely,  why  the  mortality 
following  removal  of  the  uterus  by  the  vaginal  method  was 
lower  than  that  following  panhysterectomy.  In  both  cases 
the  vaginal  canal  was  opened,  and  he  knew  of  no  good 
explanation  of  the  discrepancy.  When  the  abdomen  was 
opened  he  preferred  the  subperitoneal  method. 

Dr.  Macnaughton- Jones,  referring  to  the  case  of  pro- 
lapse of  the  uterus,  said  he  had  shown  two  specimens  some 
time  previously,  one  of  them  taken  from  a  woman  aged  74, 
who  was  in  perfect  health  at  the  present  time.  In  the 
second  case  he  had  also  removed  the  uterus  after  it  had  been 
prolapsed  for  more  than  fifteen  years,  and  in  both  cases  the 
procedure  had  answered  admirably,  and  neither  patient  had 
any  trouble.  In  both,  the  bladder  and  rectum  were  prolapsed 
with  the  uterus.  He  failed  to  see  any  advantage  which  the 
procedures  discussed  presented  over  the  ordinary  operation 
of  simply  removing  the  uterus,  and  then  doing  a  free  col- 
porrhaphy  afterwards.  The  vaginal  mucous  membrane 
should  be  freely  dissected  up,  the  perineum  dravm  to  either 
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side  with  hooks,  a  good  free  butterfly  flap  made  posteriorly 
and  anteriorly,  and  the  vaginal  mucous  membrane  freely 
removed.  If  necessary  perineorrhaphy  could  be  combined 
with  these  steps.  The  complete  operation  cured  the  pro- 
lapse, and  gave  a  good  contracted  vaginal  opening,  and  there 
was  no  trouble  afterwards. 

Mr.  BOWREMAN  Jessett  said  he  was  interested  in  the 
first  case  shown  by  Dr.  Edge  from  a  diagnostic  point  of  view. 
He  had  had  a  similar  case  some  time  ago  which  was  dia- 
gnosed as  appendicitis.  When  it  was  cut  down  upon  the 
appendix  was  found  involved,  being  firmly  bound  down  to 
the  tube,  and  a  large  haematosalpinx  found  to  exist.  In  that 
case  he  proceeded  to  remove  both  the  tube  and  appendix. 
A  diagnosis  of  appendicitis  was  clearly  indicated  by  the 
symptoms,  probably  owing  to  the  appendix  being  drawn 
down  and  kept  strongly  adherent  to  the  fimbriated  body  of 
the  tube. 

In  regard  to  the  second  case,  he  would  like  to  ask  Dr. 
Edge  why  he  removed  both  ovaries.  It  was  difiicult  to  say 
whether  they  were  diseased.  If  they  were  not  diseased  it 
was  better  to  leave  them.  Like  Dr.  Edge,  he  (Mr.  Jessett) 
had  been  a  strong  advocate  of  panhysterectomy.  Indeed,  he 
was  one  of  the  first  to  advocate  its  adoption  in  such  cases 
But  he  was  a  convert  to  the  supravaginal  amputation  in  all 
cases  where  the  cervix  was  long.  If  the  fibroids  extended, 
as  they  often  did,  down  to  the  os.  he  thought  it  was  far  better 
to  remove  the  whole  uterus.  But  where  there  was  a  ver>' 
long  cervix  it  was  simpler  to  cut  across  it  and  do  the  sub- 
peritoneal operation.  He  agreed  that  in  cases  of  prolapse 
it  was  very  desirable  to  remove  a  large  V-shaped  piece  of 
vagina  so  as  to  make  a  support  for  the  intestines.  By  simply 
removing  the  uterus  in  old  cases  of  prolapse,  one  was  ver>- 
apt  to  get  hernia  into  the  vagina,  and  constriction  of  the 
vagina  at  an  advanced  age  was  not  a  very  serious  matter. 

Dr.  Edge,  in  reply,  agreed  with  the  President  that  the 
part  might,  theoretically,  have  been  removed  by  enucleation. 
In  many  cases,  especially  if  the  woman  had  had  a  family  and 
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was  hard-working,  the  one  thing  to  be  aimed  at  was  n^>id 
and  complete  cure.  He  had  personally  not  been  quite  so 
lucky  with  enucleations  as  with  hysterectomies. 

With  regard  to  Dr.  Heywood  Smith's  remarks  on  the 
lower  mortality  following  vaginal  panhysterectomy  than  the 
abdominal  or  combined  method,  he  thought  there  had  been 
no  sufficient  explanation,  unless  it  consisted  in  the  greater 
possibihties  for  cleanhness.  The  fomices  and  the  other  parts 
of  the  vagina  were  more  get-at-able,  and  were  rendered  more 
aseptic.  Dr.  Macnaughton-Jones  had  said  that  he  could 
not  see  the  advantage  of  removing  the  upper  part  of  the 
vaginal  mucous  membrane.  By  doing  so  the  area  over  which 
union  took  place  was  increased,  and  one  might  say  the  dis- 
tance between  the  attachments  of  broad  ligament  was 
lengthened  The  main  supports  of  the  uterus  were  the 
utero-sacral  ligaments  and  the  lower  parts  of  the  broad  liga- 
ment, assisted  by  the  other  ligaments  in  front  and  behind. 
The  perineum  was  not  of  much  use,  but,  as  Mr.  Jessett  had 
said,  if  one  relied  on  the  perineum  the  procedure  furnished 
a  seaxid  door.  The  prolapse,  in  his  opinion,  should  be 
treated  from  above,  just  as  in  other  hemiae.  With  strong 
union  over  a  large  surface  there  was  more  likelihood  of  per- 
manent cure  than  by  simple  hysterectomy,  with  plastic 
operations  lower  down  in  the  vagina.  Mr.  Jessett  asked 
^y  both  the  ovaries  had  been  removed  in  the  second  case. 
He  could  not  recollect  why  he  had  removed  them  He 
did  not  usually  do  so.  But  doubtless,  from  their  apjpear- 
ance  in  situ  at  the  operation,  he  thought  it  was  the  better 
coarse  to  pursue.  Generally  he  left  one  ovary  behind,  often 
both,  but  if  there  was  any  doubt  as  to  their  condition  he 
did  not  hesitate  to  remove  them,  and  in  otherwise  healthy 
women,  not  already  presenting  neuroses,  he  had  met  with 
very  few  after-efiFects,  if  care  were  taken  to  avoid  what  were 
so  often  mistaken  for  after-effects,  namely,  the  results  of 
coQstipati(»i  and  Dr.  Haig's  uric  acid  diathesis.  If  women 
took  plenty  of  fresh  air,  and  were  not  told  to  expect  the 
sequelae,  the  removal  of  both  ovaries  had  been  followed  by 
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very  few  after-effects  in  his  experience,  especially  in  the  case  i 
of  strong,  healthy  working  women. 

Mr.  Robert  O'Callaghan  showed   specimens  of  : 

(1)  Large  myoma  removed  by  abdominal  hysterectomy; 

(2)  a  myoma,  the  enucleation  of  which  was  attended  by 
brisk  haemorrhage,  rendering  it  advisable  to  fix  the  uterine 
to  the  abdominal  incision  ;  (3)  double  pyosalpinx. 

(1)  The  first  specimen  had  been  removed  from  a  maiden 
lady,  aged  33,  who  had  been  under  Mr.  O'Callaghan's  obser- 
vation for  over  a  year.  When  first  seen  she  had  a  large 
myoma  reaching  to  the  umbilicus,  but  causing  her  little 
trouble  beyond  a  slight  increase  in  menstruation.  During 
the  last  year,  however,  the  tumour  had  increased  in  size, 
and  had  given  rise  to  constipation  and  irritability  of  the 
bladder. 

The  patient  expressed  a  desire  to  be  relieved  of  the 
trouble,  and  the  tumour  was  removed  with  both  ovaries. 
At  the  operation  the  tumour  was  found  burrowing  into  the 
left  broad  ligament,  and  the  large  intestine  was  adherent  to 
it.  Stripping  these  structures  away  from  it  rendered  the 
operation  more  difficult  than  usual.  The  patient  made  a 
good  recovery. 

(2)  The  second  specimen  had  been  removed  from  a 
single  lady,  who  consulted  Mr.  O'Callaghan  in  April,  1901, 
for  profuse  loss  at  the  periods  and  irritability  of  the  bladder. 
On  examination  he  found  a  myoma  as  large  as  a  cricket 
ball  in  the  anterior  uterine  wall,  which  he  could  easily 
pull  up  from  its  position  between  the  uterus  and  bladder. 
The  patient  desired  to  have  it  removed,  and  in  June  last 
Mr.  O'Callaghan  did  so.  Brisk  haemorrhage,  which  followed 
enucleation  of  the  tumour,  was  controlled  by  deep  stitches, 
by  fixing  the  uterine  incision  to  the  abdominal  wall,  and 
including  it  in  the  sutures.  The  patient  made  an  easy 
recovery,  and  is  much  improved  in  health. 

(3)  The  third  specimen  consisted  of  the  uterine  appen- 
dages, which  had  been  removed  from  a  married  woman, 
aged  26,  whom  Mr.  O'Callaghan  had  first  seen  a  month 
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previously  with  Dr.  Ogilvie.  The  uterus  was  then  found 
to  be  fixed  ;  there  was  cystic  disease  of  the  right  ovary,  and 
distinct  tubal  mischief  on  either  side.  The  patient  had 
had  every  kind  of  local  treatment  for  a  year,  and  local 
treatment  was  still  continued  for  a  fortnight.  She  suffered 
such  pain,  however,  and  her  marital  life  was  so  miserable, 
that  she  wished  to  have  the  cause  of  her  trouble  removed. 
The  operation  was  a  difficult  one,  both  tubes  being  embedded 
in  adhesions,  and  the  ordinary  pelvic  landmarks  being  hard 
to  find.  Two  blood  cysts  were  ruptured  in  the  right  ovary, 
and  there  was  considerable  oozing  after  removal.  It  was 
therefore  thought  advisable  to  drain  for  thirty-six  hours. 
The  patient  made  an  excellent  "recovery.  The  primary 
cause  of  the  disease  was  gonorrhoea. 

Mr.  JESSETT  asked  if  the  ovaries  were  healthy  in  the 
first  specimen. 

Mr.  O'Callaghan  said  that  they  were.  In  his  opinion 
the  woman  derived  no  benefit  from  the  presence  of  the 
ovaries  after  the  uterus  had  been  removed,  and  they 
were  a  possible  source  of  disease,  perhaps  cystic  degenera- 
tion, rendering  another  operation  necessary.  He  made  it 
a  practice  to  remove  them. 

Mr.  Jessett  said  that  he  had  frequently  observed  the 
ill-efiFects  following  removal  of  both  ovaries.  Such  a  step 
was  followed  by  considerable  mental  depression  for  about 
two  years,  after  which  time  it  seemed  to  gradually  wear  off. 
The  condition  was  one  which  could  be  only  partly  removed 
by  treatment,  and  was  not  nearly  so  liable  to  follow  the 
rerao\'al  of  one  ovary  alone. 

Dr.  Heywood  Smith  said  that  not  only  were  the 
women  liable  to  get  more  depressed  and  hysterical,  with 
perhaps  periodic  attacks  of  definite  depression,  which 
synchronised  curiously  with  what  would  have  been  their 
menstrual  periods  had  the  ovaries  remained,  but  they  did 
not  seem  to  experience  the  same  emotions  as  other  women 
in  the  same  spheres.  That  day  he  chanced  to  hear  the 
opinion  of  a  lady  in  a  responsible  position,  visiting 
England,  who  had  a  number  of  nurses  under  observa- 
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tion  in  the  pursuit  of  their  calling.  Three  of  them  had 
had  both  ovaries  removed,  and  their  comparative  lack 
of  sympathy  was  remarkable. 

Dr.  C.  H.  F.  ROUTH  said  that  it  was  an  axiom  of  surgen- 
that  that  which  could  with  perfect  propriety  be  left  should 
not  be  taken  away.  He  had  been  convinced  by  careful 
observation  that  the  complete  removal  of  both  ovaries  had 
a  deleterious  effect  upon  the  mental  condition  of  a  woman, 
an  effect  which  was  not  produced  if  even  a  remnant  of  one 
ovary  were  permitted  to  remain.  It  was  regrettable  that 
some  surgeons  did  not  more  systematically  record  the 
effects  which  followed  the  complete  or  partial  removal  of 
the  ovaries  in  each  case.  Proof  would  then  replace  what 
was  at  present  the  almost  general  consensus  of  opinion. 

Dr.  Macnaughton-Jones  regarded  it  as  an  accepted 
rule  of  practice  to  leave  one  ovary  behind  wherever  possible. 

Mr.  O'Callaghan,  in  reply,  said  that  to  leave  one  ovary 
behind  was  doubtless  the  accepted  rule  of  some  gynaecolo- 
gists, but  it  was  not  necessarily  correct  practice.  It  wa> 
a  rule  founded,  not  u[>on  established  facts,  but  upon  an 
erroneous  hypothesis.  In  earlier  days  the  removal  of  both 
ovaries  and  appendages  for  bleeding  fibroids  was,  in  most 
cases,  followed  by  a  condition  resembling  the  menopause. 
The  condition  was  caused  by  the  plexus  of  nerves,  situated 
in  the  uterine  cornices,  being  left  intact.  Now  that  hys- 
terectomy was  the  recognised  treatment,  the  cause  of  post- 
operative neuroses  was  removed  and  the  latter  were  present 
only  in  previously  confirmed  neurotics.  Therefore,  he  held 
it  was  conservative  surgery  to  remove  the  obsolete  append- 
ages where  hysterectomy  had  to  be  performed. 

Case  of  Ectopic  Gestation  with  Escape  of  Gesta- 
tion Sac  into  the  Peritoneal  Cavity.   Under  the 
care  of  Dr.  Macnaughton-Jones.* 
The  patient,  aged  33,  had  been  married  for  upwards  of 

four  years ;  there  had  been  no  previous  conception.  A 


*  See  Plate  L 
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year  previously  she  had  been  treated  for  an  erosion  of  the 
cervix.  The  last  menstrual  period  occurred  eleven  weeks 
before  the  onset  of  her  illness,  which  was  on  July  10, 
when  she  was  seized  with  acute  pain  in  the  abdomen,  and 
sickness,  the  consequences,  as  she  thought,  of  a  chill  taken 
the  same  day.  The  pain  was  relieved  by  rest  and  sedatives, 
recurring,  however,  periodically.  As  ectopic  gestation  was 
feared,  she  was  kept  in  bed  and  under  observation.  On  the 
15th  there  was  a  recurrence  of  the  symptoms,  followed  by 
greater  prostration,  but  no  uterine  haemorrhage.  Again  she 
appeared  to  get  better,  but  on  the  24th  violent  abdominal 
pains  set  in,  the  pulse  became  very  rapid,  and  the  face 
blanched ;  I  saw  her  for  the  first  time,  in  this  condition, 
late  the  same  evening.^  The  abdomen  was  tumid  and  dull 
on  percussion,  the  uterus  fixed,  and  the  pouch  of  Douglas 
occupied  by  a  resistant  swelling.  Early  the  following 
morning  I  operated.  She  had  rallied  somewhat  from  her 
condition  of  the  previous  evening,  but  still  the  pulse  was 
weak  and  fluttering,  and  the  lips  quite  blanched. 

On  opening  the  abdomen  I  found  the  cavity  filled  with 
blood.  This,  with  masses  of  soft  coagula,  was  removed.  I 
quickly  came  on  the  gestation  sac  about  the  level  of  the 
umbilicus,  with  the  placenta,  the  mass  being  adherent  to  the 
bowel.  It  bled  freely.  The  haemorrhage  was  controlled 
digitally,  and  I  still  found  blood  welling  up  in  quantity  from 
the  pelvis.  I  soon  found  that  the  bleeding  was  proceeding 
from  a  large  rent  in  the  left  broad  ligament,  running  close 
up  to  the  uterus.  This  was  quickly  stopped  by  the  appli- 
cation of  two  long  Doyen's  clamps  running  at  either  side 
of  the  rent.  The  gestation  mass  was  then  removed,  the 
adhesions  being  separated,  and  any  bleeding  points  liga- 
tured. Ligatures  were  then  passed  at  either  side  of  the 
clamps  with  Deschamp's  needles,  and  the  broad  ligament 
secured.  Up  to  this  I  had  not  seen  the  foetus,  and  failed  to 
find  it  until  I  passed  my  hand  up  under  the  diaphragm, 
where  I  found  it  in  the  left  hypochondrium.   There  was  no 


'  In  consultation  with  Dr.  Alexander  McDonnell,  of  Hackney. 
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further  bleeding  and  the  abdomen  was  closed.  Sahne  sub- 
mammary injections  had  been  administered  during  the  latter 
part  of  the  operation,  and  were  continued  throughout  the 
day,  with  rectal  stimulating  enemata.  She  rallied  for  some 
hours  after  the  operation  but  never  recovered  from  the 
collapse,  surviving  only  nineteen  hours.  Her  surroundings 
were  not  the  most  propitious  for  recovery,  though  her 
medical  attendant  left  nothing  undone  to  secure  it. 

Adnexal  Tumours— Seventeen  Years'  Duration. 

Dr.  Macnaughton-Jones  also  showed  the  adnexa  of  a 
patient,  aged  40.  In  this  case,  saline  injections  rendered  the 
completion  of  the  operation  possible.  Some  short  time 
before  she  had  been  curetted,  and  a  poljrpus  removed 
from  the  uterus.  There  had  been  a  history  of  pelvic  pain 
extending  over  seventeen  years,  since  her  last  pregnancy- 
Before  operation  she  suffered  from  intense  pain,  frequent 
fainting  fits,  and  symptoms  of  collapse.  At  the  operation 
the  inlet  of  the  pelvis  was  discovered  to  be  closed  by  a 
smooth  and  firm  plastic  bed,  completely  obscuring  the 
adnexa.  On  breaking  this  down,  the  latter  were  found  to 
be  converted  into  thickened,  adherent,  and  enlarged  tubes 
with  old  pus  sacs,  the  ovaries  also  being  enlarged  and  cystic, 
with  purulent  infiltrations.  Their  removal  was  extremely 
difficult.  As  one  pus  sac  ruptured  an  iodoform  drain  was 
left  in,  and  this  was  finally  removed  on  the  fourth  day. 
The  recovery  of  the  patient  was  uneventful.  The  case,  with 
one  recently  exhibited,  well  illustrated  the  danger  of  tem- 
porising with  such  adnexal  conditions,  which  often  necessi- 
tated the  performance  of  an  operation  far  more  difficult  and 
prolonged  than  any  ordinary  hysterectomy.  In  this  par- 
ticular instance,  save  for  the  use  of  artificial  serum,  it  was 
doubtful  if  the  operation  (the  entire  duration  of  which  was 
close  on  two  hours)  could  have  been  completed. 

Mr.  Jessett  said  that  in  cases  of  extreme  collapse, 
such  as  that  which  occurred  in  Dr.  Macnaughton-Jones'  first 
case,  he  thought  that  the  use  of  intra-venous  were  more 
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advisable  than  submammary  injections,  being  more  rapid  in 
producing  their  effects.  Where  pus  escaped  into  the  abdo- 
men he  thought  it  was  advisable  to  simply  swab  out  the 
pelvis,  and  not  to  wash  out  the  abdomen  with  saline,  as  by 
so  doing  one  ran  the  risk  of  driving  the  pus  into  the  re- 
cesses of  the  abdomen,  where  it  might  produce  considerable 
mischief.  He  would  also  like  to  hear  what  variety  of  drain- 
age, if  any,  Dr.  Macnaughton-Jones  employed  in  such  cases. 

The  President  said  that  the  point  raised  by  Mr.  Jessett 
with  reference  to  the  employment  of  saline  solution  to  wash 
out  the  abdominal  cavity  was  a  very  interesting  one.  In 
his  own  practice  he  did  not  drain  when  the  pus  was  not 
septic  ;  he  washed  out  the  cavity  as  carefully  as  possible. 

Dr.  Edge  referred  to  a  paper  which  had  been  read  at 
Birmingham,  upon  the  use  of  extract  of  suprarenal  cap- 
sule as  a  haemostatic,  and  asked  Dr.  Macnaughton-Jones 
whether  he  had  any  experience  of  its  use.  He  referred 
to  the  necessity  of  removing  the  entire  Fallopian  tube, 
and  also  the  advisability,  as  well  as  the  difficulty,  of  re- 
moving every  trace  of  ovarian  tissue  in  such  cases.  If  any 
ovarian  tissue  were  left  it  was  liable  to  become  enclosed  in 
the  dense  adhesions,  and  give  rise  to  pronounced  subjective 
symptoms.  As  to  the  technique  employed  in  breaking  up 
adhesions,  when  there  seemed  to  be  no  line  of  cleavage, 
if  the  fundus  of  the  uterus  could  be  differentiated,  his 
experience  led  him  to  believe  that  very  forcible  pressure 
could  be  safely  used  in  the  middle  line  posteriorly,  and 
that  in  very  many  cases  it  was  possible  by  such  means  to 
break  up  the  general  cohesion  of  the  tubes  and  ovaries. 

Mr.  Eastes  said  that  one  of  the  three  cases  of  ruptured 
tubal  gestation  which  had  been  referred  to,  had  closely 
simulated  one  of  appendicitis.  He  had  seen  a  case  of 
ruptured  tubal  gestation  two  or  three  weeks  before  in  which 
there  were  three  signs  of  free  blood,  to  which  he  would  like 
to  draw  attention.  There  was  dulness  on  the  side  on  which 
the  woman  had  been  lying ;  a  striking  absence  of  tension, 
as  if  the  blood  prevented  the  normal  tension  of  the  muscles 
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so  that  the  abdomen  could  be  easily  manipulated ;  and 
a  peculiar  sensation  of  partial  fluctuation  resembling  that 
obtained  on  examining  a  pulpy  joint.  He  thought  that 
these  three  signs  might  prove  of  service  in  differentiating 
a  ruptured  tubal  gestation  from  appendicitis. 

Mr.  O'Callaghan,  revei-ting  to  the  question  of  draining, 
said  that  the  necessity  for  it  arose  more  frequently  from  the 
presence  of  haemorrhage  than  from  the  presence  of  pus. 
When  many  adhesions  had  to  be  broken  down  and  the 
consequent  haemorrhage  could  not  be  completely  con- 
trolled, it  was  unwise  to  close  the  abdomen  without 
inserting  a  drain. 

Dr.  Macnaughton-Jones,  in  reply,  said  with  regard 
to  Mr.  Jessett's  question,  he  was  fully  convinced  that  sub- 
mammary injection  was  the  one  to  adopt ;  it  was  the 
simplest,  and  it  was  that  which  was  employed  at  the 
operation.  At  the  last  meeting  of  the  Society  he  showed 
a  very  large  tumour,  removal  of  which  had  occupied  two 
hours,  and  during  one-third  of  the  operation  saline  fluid 
was  injected.  He  did  not  think  that  the  patient  could 
possibly  have  survived  the  operation  otherwise.  In  such 
cases,  where  the  serum  was  being  frequently  used,  a  litre 
at  a  time,  he  thought  nothing  could  excel  injection  into  the 
rectum  or  submammary  tissue.  With  reference  to  drainage, 
if  when  a  pus  sac  were  ruptured  we  were  certain  that  the 
pus  was  not  septic,  it  might  be  prudent  not  to  employ 
drainage  ;  but  owing  to  the  difficulty  of  determining  with 
any  certainty  at  an  operation  whether  pus  were  sterile  or 
otherwise,  he  considered  it  safer  to  leave  an  iodoform  drain 
in.  He  had  used  extract  of  suprarenal  capsule  more  than 
once.  At  the  last  meeting  he  narrated  a  case  in  which  he 
had  accidentally  opened  the  bladder  ;  blood  was  passed  fer 
urcthram  after  the  operation,  and  injection  of  half  a  drachm 
of  suprarenal  extract  was  followed  by  immediate  cessation 
of  the  haemorrhage.  Haemorrhage  returned,  and  a  second 
injection  was  followed  by  the  same  result.  The  injections 
were  repeated  at  intervals  and  had  a  most  beneficial  effect. 
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The  haemorrhage  ultimately  ceased.  There  was  one  point 
in  reference  to  the  appendix  which  was  a  matter  of  practical 
importance  in  gynaecology.  Whenever  a  tumour,  whether 
of  the  adnexa  or  of  the  uterus,  were  removed,  the  appendix 
should,  in  his  opinion,  be  brought  up  and  examined.  He 
further  believed  that  secondary  pains  were  frequently  the 
result  of  adhesions  of  the  appendix  to  the  stump  or  other 
raw  surface  with  which  it  came  in  contact. 

Prophylaxis  in  Gynaecology.  By  Herbert  Snow, 
M.D.Lond.,  &c.,  Senior  Acting  -  Surgeon,  Cancer 
Hospital. 

I  think  I  may  reasonably  assume  that  any  unprejudiced 
medical  observer,  asked  to  point  out  the  branch  of  his  Art 
wherein  the  greatest  practical  advance  has  been  witnessed 
by  the  present  generation,  would  unhesitatingly  instance 
gynaecology.  That  advance,  however,  has  mainly  consisted 
in  a  remarkable  development  of  operative  Surgery,  par- 
ticularly in  relation  to  the  abdominal  cavity.  While  fully 
appreciating  the  skill  and  ingenuity  so  conspicuous  in  this 
particular  field,  we  may  surely  also  pause  to  consider  how 
far  the  maladies  we  are  called  on  thus  to  cure  are  prevent- 
able by  ordinary  care  and  reasonable  attention  to  health- 
laws  ;  whether,  with  all  the  fin-de-siicle  furore  for  sanitary 
legislation  and  talk  of  public  health,  we  do  all  that  is 
humanly  possible  towards  the  conservation  of  private  and 
individual  well-being.  Here,  of  course,  the  health  of  one 
sex  only  is  in  question  ;  but  that  sex,  besides  being  the  most 
important  in  respect  of  the  future  developments  of  the  race, 
is  confessedly  the  most  conspicuous  and  most  constant 
breaker  of  natural  laws.  Lastly,  but  by  no  means  least, 
the  recent  addition  of  ladies  to  the  ranks  of  the  Society 
seems  to  me  suggestive  of  two  points.  The  first,  that  we 
should  habitually  consider  more  systematically  than  hereto- 
fore how  female  health  in  general  can  be  sustained  at  its 
highest  level  amid  the  increasingly  artificial  environments 
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of  modern  civilisation.  The  second,  that  with  the  increase 
of  strength  thus  accruing  to  us  we  can  now  speak  qn  such 
topics  with  higher  authority  and  much  more  practical  eflFect 
than  "  mere  man  "  could  previously  have  done. 

I  can  now  refer  only  to  three  oi  the  crimes  which  Nature 
punishes,  often  so  signally.  I  speak  of  things  well  known, 
yet  imperfectly  appreciated,  wholly  forgotten,  or  even  of 
set  purpose  ignored. 

First  and  worst  ranks  that  rigid  circular  splint  termed 
the  corset,  the  use  of  which  is,  with  the  rarest  exceptions, 
universal.  The  evils  of  "  tight  lacing "  are  proverbial. 
What  is  not  recognised,  however,  is  the  fact  that  under 
existing  conditions  every  woman  is  guilty  of  it ;  is,  in  fact, 
forced  to  commit  it  more  or  less,  whether  she  wishes  or  not. 

Again,  it  is  surely  not  generally  known  that  the  peculiar 
thoracic  respiration  of  a  civilised  female  is  factitious  and 
abnormal ;  that  "  Indian  girls,  who  have  never  constricted 
the  waist  by  stays,  breathe  with  the  diaphragm  as  naturally 
as  do  men  "  (Pyle,  "  Manual  of  Personal  Hygiene,"  Phila- 
delphia, 1900). 

A  well-designed  sketch  is  given  at  page  500  of  the  "  Book 
of  Health  "  (Cassell  and  Co.),  which  shows  the  permanent 
deformity  of  the  skeleton  wrought  by  compression  of  the 
yielding  lower  ribs.  I  do  not  know  if  the  profession  are 
aware  how  early  the  process  often  begins.  I  am  assured 
that  children  of  8  or  9  are  commonly  taken  by  their 
fashionable  mothers  to  the  corset-makers,  with  instructionb 
to  equip  them  with  an  instrument,  and  laced  as  tightly 
as  possible.  For  the  results  in  after-life,  the  wasp-waisted 
figure-plates  which  abound  on  the  advertisement  pages  of 
every  ladies'  journal  are  unfortunately  too  often  accurate. 
And  it  is  no  uncommon  thing  to  see  in  the  posi-morim 
room  deep  grooves  in  the  liver-substance,  due  to  the 
impressions  of  the  compressed  ribs. 

The  valuable  work  last  quoted  gives  a  long  list  of 
ailments  due  to  the  abuse,  which,  as  I  have  already 
remarked,  is  practically  synonymous  with  the  iistf,  of  the 
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corset.  With  simultaneously  obstructed  and  materially 
impaired  nutrition,  circulation,  respiration  and  secretion, 
who  could  dream  of  health  ?  I  will  not  quote  the  list 
of  these  ailments,  it  is  suflBcient  to  say  that  they  range 
from  neurasthenia  to  gall-stones,  from  a  red  nose  to  a 
protuberant  abdomen.  Yet  it  is  a  little  remarkable  when 
one  considers  the  author  of  the  article  (Sir  F.  Treves), 
that  the  maladies  mentioned  are  mostly  functional  and 
medical ;  that  the  far  graver  lesions  which  the  surgical 
gynaecologist  is  called  on  to  treat  are  either  briefly 
hinted  at  or  wholly  omitted. 

There  is  strong  reason  to  regard  the  large  multiple, 
many-shaped  uterine  myomata,  so  unfortunately  prevalent 
among  civilised  women,  as  due  to  this  source,  and  this 
alone.  Most  solid  tumours  arise  from  a  previous  long- 
continued  condition  of  chronic  congestion  ;  when,  as  in 
myomata,  they  consist  of  a  single  natural  tissue  enormously 
hypertrophied,  they  always  do.  To  the  hyperaemia  from 
constriction  are  superadded  the  effects  of  monthly  inter- 
ference with  the  menstrual  function.  One  rarely  fails  to  find 
a  history  of  long-persistent  dysmenorrhoea,  menorrhagia 
or  chronic  invalidism  with  leucorrhoea,  antecedent  to  the 
conimon  uterine  fibroid,  which  indeed  resembles  cancer  in 
never  appearing  without  a  manifest  exciting  cause.  The 
prevalence  of  these  tumours  among  our  womankind  is  not, 
I  think,  generally  appreciated. 

Dr.  Champneys  describes  myomata  in  67  out  of  462 
surgical  patients  at  St.  Bartholomew's  Hospital.  Windsel 
found  66  cases  of  the  same  in  440  necropsies  on  women 
dead  of  various  maladies.  Roger  Williams,  in  his  recent 
work  on  "  Uterine  Tumours,"  quotes  Bayle,  Lee,  Rokitansky, 
and  others,  in  support  of  the  statement  that  20  per  cent,  of 
all  (civilised)  women  over  35  years  of  age  suffer  in  this  way. 

On  the  other  hand,  so  far  as  we  can  gather,  negresses 
and  the  females  of  other  aboriginal  races  are,  while  they 
remain  in  their  native  wilds,  perfectly  free  from  uterine 
myomata;  but  directly  they  become  civilised — which,  for 
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purpose,  signifies  wearing  stays  and  carrying  to  their  utmost 
extreme  the  requirements  of  fashion — ^they  become  remark- 
ably prone  to  them.  Montgomery  ("  Practical  Gynje- 
cology,"  p.  175)  remarks  on  the  great  susceptibility  of  the 
coloured  race  to  the  development  of  fibroid  growths. 
Lawson  Tait  ("  Diseases  of  Women ")  describes  these 
tumours  as  a  "  very  scourge "  among  the  negresses  of  the 
Southern  and  Central  States  of  North  America. 

Then  again,  "  cancer  "  runs  on  exactly  parallel  lines ;  in 
the  uterus,  just  as  in  the  mamma,  I  may  parenthetically 
mention,  cystic  and  other  forms  of  degeneration  are  met 
with,  as  well  as  the  more  grave  carcinoma.  Cancer  is 
very  rare  among  savages  (Walshe,  Livingstone,  Davidson). 
I  cannot  ascribe  their  immunity,  of  course,  wholly  to  the 
absence  of  the  corset,  but  no  one  can  well  doubt  that  the 
latter  is  directly  concerned  in  the  generation  of  many 
mammary,  to  say  nothing  of  the  uterine,  cancers.  Dr.  S. 
Young,  quoted  in  Sir  Astley  Cooper's  "  Anatomy  of  the 
Breast,"  says  of  the  negresses  in  the  West  Indies  :  "Those 
cases  (of  malignant  disease)  which  I  have  witnessed  in  this 
class  of  people  have  been  among  the  better  orders  of  them, 
whose  habits  of  living  have  been  assimilated  to  those  ot 
the  Europeans." 

As  regards  the  flexions  and  other  uterine  displacements 
which  involve  so  much  instrumental  and  operative  treat- 
ment, it  is  not  open  to  doubt  that  in  their  development, 
whatever  other  causes  may  contribute,  the  corset  is  by  far 
the  most  significant  factor.  I  have  not  unfrequently  had 
occasion  to  notice  in  nulliparous  young  women,  conspicu- 
ous for  their  slender  waists,  what  I  mentally  style  the 
"  corset  uterus."  The  uterus  is  crammed  down  as  it  were 
into  the  pelvis,  lying  horizontally,  or  nearly  so,  when  the 
woman  is  recumbent.  It  may  be  considered  a  "retro- 
version;" but  I  dislike  that  word  for  a  transient  and 
factitious  condition  ;  and,  so  long  as  the  organ  is  mobile, 
no  harm  is  done. 

In  young  and  vigorous  patients  the  condition  will  not. 
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for  a  time,  give  rise  to  any  symptoms,  but  it  is  assuredly 
the  first  stage  of  j  a  displacement  that  will  ultimately  do 
so.  And  granted  the  added  stress  of  child-bearing,  espe- 
cially under  conditions  of  neglect  or  too  rapid  repetition, 
it  is  easy  to  understand  why  retroflexions  or  retroversions 
are  so  deplorably  prevalent. 

The  unnatural  custom  of  lacing  tightly  during  preg- 
nancy, not  merely  to  preserve  fashionable  symmetry,  but 
with  the  direct  object  of  securing  the  easy  parturition  of  an 
ill-nourished,  therefore  small,  infant  is,  I  fear,  becoming 
more  and  more  prevalent  among  the  opulent  classes. 
Needless  to  add  that  the  inevitable  punishment  it  involves 
is  not  limited  to  the  mother. 

It  would,  of  course,  be  Utopian  to  preach  a  return  to 
the  Greek  model,  to  the  ideal  of  the  Venus  de  Medici,  with 
her  twenty-eight  inches  of  waist.  According  to  a  French 
writer,  the  fashionable  lady  of  the  present  day,  often  a  very 
much  larger  person  than  the  Venus,  aspires  to  a  circum- 
ference of  twenty-two  inches.  As  practical  men  and  women 
we  are  bound  to  recognise  facts,  and  acquiesce  in  the 
decrees  of  fashion,  which  always  have  some  solid  foundation 
of  good  ;  for  a  fashion  is,  almost  invariably,  only  a  bene- 
ficial, or  truly  aesthetic,  principle  carried  to  an  extreme. 
But  viewing  the  enormous  extent  of  the  evil,  could  not  the 
matter  be  taken  out  of  the  hands  of  the  modiste  ?  Could 
and  should  we  not  initiate  a  movement  in  favour  of  an 
approved  and  innocuous  corset  which,  while  ensuring  ele- 
gance and  grace,  will  yet  avoid  painful  compression  ?  It 
seems  to  me  that  if  all  gynaecologists  were  to  unite  in 
turning  their  attention  to  this  point,  as  a  routine  detail  in 
every  consultation,  they  could  effect  much,  and  that  the 
time  is  specially  opportune  for  such  a  reform,  because  of 
the  increased  devotion  to  cycling  and  other  out-door 
pursuits  which  is  so  healthy  a  feature  in  the  present 
outlook. 

Habitual  constipation,  in  its  disastrous  results,  is  next  in 
importance.     Like  the  abuse  of  the  corset  it  is  almost 
vou  XVII.— NO.  68.  19 
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universal,  and  the  combination  of  the  two  enters  largely 
into  the  causation  of  most  feminine  maladies,  especially  of 
haemorrhoids  and  varicose  veins.  The  routine  consumption 
of  cascara^  ei  hoc  genus  omnc,  is  unnecessary,  and  in  general 
is  easily  preventable  by  the  acquisition  of  a  proper  habit. 
Once  gain  this  and  Nature  will  henceforward  work  auto- 
matically, without  resort  to  drugs.  In  childhood  it  is 
easy  to  form  the  habit ;  later,  more  difficult,  yet  far  from 
impossible.  An  enforced  daily  visit  to  the  shrine  of  Juno 
Cloacina  at  a  fixed  hour — preferably  after  breakfast  when 
tea  or  coffee  much  helps — ^will  wholly  abrogate  the  need  oi 
artificial  aid. 

The  third  of  my  topics  is  a  very  grave  one,  not  to 
be  approached  without  considerable  hesitancy,  yet  it  daily 
becomes  more  insistent  and  even urgent.  Too  frequent 
child-bearing  confessedly  predisposes  to  tuberculosis,  and 
I  often  see  cases  in  which  it  has  plainly  led  up  to  uterine 
cancer  ;  the  many  other  ills  it  involves  are  sufficiently  well 
known.  Its  evil  consequences  are  very  conspicuous  among 
the  poor,  among  whom  moreover  they  carry  the  inevitable 
sequence  of  an  enormous  infant-mortality,  hardly  realised 
among  us.  Hospital  patients  very  commonly  tell  me  of 
having  lost  six  out  of  eight  children,  frequently  more.  That 
is  about  the  average. 

I  will  only  now  ask,  as  Socrates  might  have  done, 
whether  a  matter  fraught  with  such  weighty  issues  to  the 
health  of  the  community  ought  to  be  left,  as  now,  wholly 
to  the  pur\'eyors  of  more  or  less  objectionable  literature  ? 
Whether  it  might  not  occasionally  be  considered  by  the 
gynaecologist  on  nearly  (not  of  course  wholly)  the  same 
footing  as  other  sanitary  problems  of  equal  importance  ? 
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Thursday,  December  12,  1901. 

J.  A-  MANSELL  MOULLIN,  M.A.,  M.R.C.P.,  President, 
IN  THE  Chair. 

Clinical  Cases  and  Specimens. 

Dr.  Macnaughton-Jones  showed  the  following  speci- 
mens : — 

Malignant  Multilocular  Ovarian  Cysts  Complicating  Uterine 

Myomata. 

(i)  The  patient  was  unmarried,  aged  48.  Four  months 
before  consulting  him  her  health  began  to  fail  and  she 
suffered  from  abdominal  pains  and  frequent  bladder  irri- 
tation. The  periods  had  been  fairly  regular  until  a  few 
months  previous  to  his  seeing  her,  when  haemorrhage 
set  in,  and  continued  intermittently  until  operation.  She 
was  then  greatly  wasted  in  appearance,  extremely  anaemic, 
with  a  cardiac  bruit.  On  examination  fluid  was  detected 
in  the  peritoneal  cavity,  and  the  uterus  was  found  to 
be  enlarged  and  myomatous.  An  open  diagnosis  was 
made  of  ovarian  tumour  complicating  myoma.  She 
was  operated  upon  on  July  23,  when  the  tumours  shown 
were  removed.  She  made  an  excellent  recovery  without 
any  elevation  of  temperature.  Two  months  after  the  opera- 
tion she  died  of  ascites  and  anasarca.  At  the  operation  a 
large  quantity  of  ascitic  fluid  escaped.  Two  subperitoneal 
myomata  were  removed.  The  ovarian  cystomata  were  the 
size  of  small  melons.  They  had  the  appearance  of  multi- 
locular colloid  cystoma.    The  larger  had  evidently  ruptured. 
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Mr.  Targett  kindly  made  a  microscopical  examination  of  the 
specimen  and  found  that  sections  of  the  wall  exhibited 
invasion  of  the  capsule  of  the  tumour  with  columnar- 
celled  carcinoma,  the  cells  of  which  were  arranged  in 
tubular  form.  Moreover,  the  capsule  was  perforated  by 
the  growth  in  places.  The'  larger  cyst  had  ruptured  durimg 
life,  and  this  fact  would  explain  the  rapid  infection  of  the 
peritoneum  and  the  ascites  which  led  to  the  death  of  the 
patient. 

Sarcoma  of  the  Vagina. 

(2)  The  patient  was  aged  44,  married.  Last  pregnancy 
twenty-two  years  since.  In  May,  1901,  she  suffered  from  a 
disagreeable  discharge  from  the  vagina.  This  became  con- 
stant, and  more  diffuse  and  offensive  in  June.  Occasionally 
what  she  called  "  pieces  of  flesh  about  the  size  of  a  walnut  " 
appeared  with  the  discharge,  and  of  late  there  had  been 
severe  bleeding  on  the  slightest  exertion.  When  he  saw 
her  she  was  very  anaemic,  with  a  sallow  complexion.  He 
found  the  vagina  filled  with  a  soft,  apparently  carci- 
nomatous, mass,  which  bled  so  profusely  that  it  was  not 
possible  to  proceed  with  the  examination,  and  it  was  only 
when  the  patient  was  under  anaesthesia,  at  the  operation,  that 
he  discovered  that  the  cervix  uteri  was  free  from  the  growth 
by  which  it  was  concealed.  It  was  then  found  that  the 
mass  was  pedunculated  and  that  it  grew  from  the  anterior 
vaginal  wall  behind  the  trigone  of  the  bladder.  Operation 
proved  that  it  was  quite  free  from  the  latter  viscus. 
The  large  pedicle  was  first  secured  with  a  rope  ecraseur, 
and  secondly,  with  a  Billroth's  clamp.  The  mass  having 
been  removed  the  cautery  was  applied  to  the  stump.  Then 
the  subjacent  base  from  which  the  tumour  grew  was  ablated 
and  the  actual  cautery  applied  to  the  raw  surface.  The 
wound  was  then  covered  by  the  vaginal  mucous  membrane. 
The  most  careful  asepsis  was  maintained  and  the  wound 
healed  by  primary  union. 

For  the  following  report  he  was  indebted  to  Mr.  Targett  : 


PLATE  II- 


Spindle  celled  sarcoma  of  the  vagina.    See  page  324. 


H.  Macnaughton -Jones 
(Section  by  J.  H.  Targett.) 
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"This  growth  is  a  spindle-celled  sarcoma  of  the  vagina. 
The  surface  is  ulcerated  and  covered  with  necrotic  mate- 
rial. Among  the  spindle-cells  there  are  a  few  larger 
polynuclear  cells." 

Adnexal  Tumours  Causing  Uncontrollable  Vomiting — 
Salpingo  Oophorectomy, 

(3)  Patient,  aged  26 ;  had  been  married  twelve  months. 
In  1900  she  suffered  from  severe  metrorrhagia  for  four 
months.  She  consulted  him  for  continual  sickness  in 
Xoveinl)er,  accompanied  by  pains  in  the  back  and  iliac 
regions.  On  examination  he  found  an  adnexal  swelUng  at 
the  left  side,  difficult  to  disassociate  from  the  uterus,  which 
latter  was  enlarged.  On  December  6  the  sickness  was  worse, 
vomiting  was  frequent,  and  nausea  constant.  On  exami- 
nation the  adnexal  sweUing  at  the  left  side  was  found  much 
larger  and  softer.  At  the  operation  the  left  ovary,  about 
the  size  of  an  orange,  was  found  to  be  cystic,  and  was 
removed.  The  right  also  contained  a  cyst,  which  was 
resected.  From  the  time  of  the  operation  all  sickness 
and  vomiting  ceased,  and  the  patient  is  now  quite  well. 
Examination  of  the  cyst  proved  it  .to  contain  sanguineous 
fluid  from  intra-cystic  haemorrhage. 

Dr.  Heywood  Smith  said  it  was  rather  unusual  to  find 
the  edges  of  a  large  cauterised  surface  brought  together 
by  stitches.  Did  Dr.  Macnaughton-Jones  find  that  such 
a  procedure  obviated  the  formation  of  a  slough,  which 
would  otherwise  he  enclosed  in  the  wound  ? 

Dr.  Macnaughton-Jones  said  it  was  a  delusion  to 
suppose  that  a  perfectly  aseptic  operation  could  not  be 
conducted  with  the  free  use  of  the  cautery.  He  had 
recently  seen  Professor  Zweifel,  of  Leipzig,  who  was  a 
strong  advocate  for  the  cautery,  use  it  freely  in  a  number 
of  gynaecological  operations,  abdominal  and  vaginal.  Pro- 
vided the  conduct  of  such  operations  were  thoroughly 
aseptic  throughout,  the  cauterisation  of  portion  of  a  deep 
wound  did  not  prevent  perfect  union. 
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A  Demonstration  of  Changes  Occurring  in  Uteri 

IN   WHICH    FiBROMYOMATA    ARE    PRESENT.      By  E.  j 

Stanmore  Bishop,  F.RC.S.Eng.,  President  of  the  ! 
Manchester  Clinical  Society  ;  Hon.  Surgeon  to  | 
Ancoats  Hospital.  \ 

Mr.  E.  Stanmore  Bishop  prefaced  his  demonstration  ' 
by'«remarking  that  there  was  considerable  difficulty  in  j 
obtaining  lantern  slides  showing  the  microscopical  changes 
in  arteries,  and  in  some  instances  it  was  impossible  to  do 
so.    He^had  therefore  in  a  number  of  instances  had  micro-  i 
scopical  sections  drawn,  and  from  the  drawings  lantern  | 
slides  had  been  made.   All  the  microscopical  sections  that  ' 
he  referred  to  were  under  the  microscopes  on  the  table,  so  | 
that  the  Fellows  could  verify  the  accuracy  of  the  drawings, 
which  might  otherwise  appear  somewhat  exaggerated. 

Mr.  President  and  Gentlemen, — It  was  inevitable 
that  during  the  evolution  of  such  an  operation  as  hysterec- 
tomy for  fibromyoma  our  attention  as  gynaecologists  should 
be  [directed  more  especially  to  the  various  methods  pro- 
posed for  carrying  out  that  proceeding,  and  that,  during  the 
process  of  placing  that  upon  a  satisfactory  basis,  many 
minor  points  in  connection  with  the  subject  should  become 
clear  to  us  which  before  were  obscure,  the  full  considera- 
tion of  others  should  be  postponed,  and  some  should  lose 
the  importance  which  previously  they  appeared  to  possess. 

Among  those  which,  perhaps,  many  will  feel  inclined  to 
consider  as  belonging  to  the  last  category,  is  the  behaviour  | 
of  the  uterine  endometrium  in  presence  of  this  neoplasm.  ' 
If  hysterectomy,  more  or  less  complete,  be  accepted  as  the  | 
most  satisfactory  solution  in  those  cases  in  which  operative 
interference  is  required,  the  consideration  of  what  may  or  i 
not  be  the  particular  effect  upon  that  membrane,  removed  ' 
as  it  is  with  the  rest  of  the  organ,  of  a  growth  in  the 
subjacent  tissues  would  almost  appear  to  be  a  matter  of 
indifference  —  indifference,  I  mean  of  course,  to  us  as 
operators,  not  as  pathologists. 
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There  will  always  remain,  however,  a  certain  number  of 
cases  in  which  the  only  apparent  tumour  is  a  single  one, 
projecting  towards  the  central  canal,  or  becoming  more  and 
more  polypoid  in  its  lumen.  These  cases  are,  moreover, 
such  as  in  the  opinion  of  many  do  not  even  yet  justify  total 
ablation  of  the  uterus,  whilst  at  the  same  time  their 
symptoms — especially  the  one  most  pressingly  attracting 
notice,  that  of  great,  frequently  recurring,  and  increasingly 
exhausting  haemorrhage  —  imperatively  demand  some 
remedy.  In  these  cases  it  is  possible  that  any  observations, 
however  imperfect,  of  the  tissues  most  affected  may  throw 
some  light  upon  the  situation,  induce  others  more  com- 
petent to  extend  and  amplify  them,  and  may  perhaps  be  of 
some  service  to  those  who  have  to  decide  how  and  in  what 
manner  they  may  best  be  dealt  with.  It  is  with  that  inten- 
tion that  I  venture  to  bring  before  this  Society  to-night 
some  photographs  and  specimens  of  the  endometrium  as  I 
have  found  it  in  certain  uteri,  the  subjects  of  this  disease, 
which  I  have  removed  during  the  past  few  years. 

But  whilst  the  special  attention  of  operators  may  be  said 
to  have  been  drawn  in  another  direction,  this  subject  has 
not  escaped  that  of  pathologists,  and  several  observations 
and  opinions  have  been  recorded. 

Semb,  with  23  cases,  stated  that  no  definitely  charac- 
teristic changes  in  this  membrane  could  be  determined. 
Wyder  in  1878  said  that  the  endometrium  was  converted 
into  diffuse  adenoma,  and  in  1887  reported  20  cases  in 
which  he  found  interstitial  endometritis.  Campe  found 
in  10  cases  chronic  glandular  endometritis,  with  inflam- 
matory changes  in  the  stroma  in  one  case.  Borisoff^ 
examined  21  uteri,  and  found  in  the  endometrium,  removed 
from  the  site  of  the  tumour,  atrophy  with  complete  or 
partial  destruction  of  the  glands  in  11,  glandular  endo- 
metritis in  3,  interstitial  endometritis  in  5,  and  glandular 


*  Monatsh,  /.  Geburisch.  u.  GyntLk.^  1895,  B.  2,  H.  5.  "  Gould's 
Year  Book,*'  1897,  p.  616.) 
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and  interstitial  endometritis  associated  in  2  instances.  In 
2  cases  of  subperitoneal  tumour,  the  entire  endometrium 
had  atrophied,  and  in  another  there  was  glandular  and  inter- 
stitial endometritis.  In  many  of  the  preparations  every 
form  of  endometritis  was,  he  said,  to  be  seen.  He  classed 
the  appearances  in  his  sections  in  the  following  way: 
in  II  cases  of  metrorrhagia,  atrophy  of  the  endometrium 
was  found  in  7;  glandular  endometritis  in  i  ;  interstitial 
endometritis  with  sclerotic  change  in  2  ;  glandular  and 
interstitial  endometritis  in  i. 

In  the  greater  number  of  these  beneath  the  superficial 
portions  of  the  endometrium,  the  blood  vessels  were  \tvj 
much  dilated  and  filled  with  corpuscles.  A  di£Fuse  extra- 
vasation of  blood  was  seen  in  all  sections,  most  marked 
in  the  superficial  endometrium,  but  sometimes  extending 
into  the  muscular  wall.  In  most  of  the  sections  the 
superficial  epithelial  cells  had  disappeared. 

Sutton  and  Giles*  say  that  "so  long  as  the  tumour 
remains  within  the  cavity  of  the  uterus,  the  mucous  mem- 
brane covering  it  is  indistinguishable  from  that  lining  the 
cavity  of  the  uterus,  and  the  surface  epithelium  as  well  as 
that  lining  the  recesses  of  the  glands  is  of  the  columnar 
ciliated  variety.  When  the  myoma  enters  the  vagina, 
the  epithelium  covering  the  extruded  portion  becomes 
converted  into  stratified  epithelium,  on  all  those  portions 
subject  to  pressure,  but  the  epithelium  in  the  glandular 
recesses  remains  columnar  and  ciliated."  Sutton  in  his 
work  on  tumours  endorses  this  opinion. 

Barremans*  finds  in  these  cases,  that  "  while  the  deeper 
layers  of  tissue  in  the  endometrium  show  a  glandular 
change,  the  more  superficial  present  the  microscopical 
appearances  of  an  interstitial  endometritis.  The  glands 
invade  the  subjacent  muscular  layer,  and  may  even  invade 
the  myoma.   This  hyperplastic  form  of  endometritis  is  the 


'  "  Diseases  of  Women,"  1897,  p.  185. 

»  Rev.  Intemat.  de  Mid,  et  de  Ckir.,  No.  6,  1899. 
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rule;  the  mucosa  is  seldom  atrophied,  except  when  it  is 
strongly  compressed  by  fibromatous  nodules." 

It  can  scarcely  be  said  that  authorities  are  agreed  as  to 
the  condition  of  the  endometrium,  which  may  be  expected 
—for  instance,  in  a  case  of  submucous  poljrpoid  fibro- 
myoma,  in  which  the  advisability  of  vaginal  enucleation 
may  become  a  question  for  discussion.  To  the  practical 
gynaecologist  it  then  becomes  of  interest  to  know — 

(1)  What  is  the  condition  of  the  endometrium  over  the 
tumour  itself  ? 

(2)  What  is  its  condition  on  the  wall  of  the  uterus 
opposing  it  ? 

(3)  What  is  its  state  at  the  angle  which  the  protruding 
mass  makes  at  the  point  where  it  leaves  the  uterine  wall  ? 
And 

(4)  What  is  its  condition  in  the  fundus  and  wall  above 
the  tumour  which  will  be  left  behind  when  once  the  poly- 
poid mass  is  removed  ? 

It  appears  probable  from  the  foregoing  references  that 
this  will  not  be  the  same  in  every  case,  and  I  do  not  bring 
these  specimens  before  you  with  any  idea  that  their 
evidence  will  settle  the  question,  but  simply  to  add  a  small 
number  to  the  many  specimens  which  must  be  examined 
and  recorded  before  any  definite  rule  can  be  laid  down. 

In  order  not  to  weary  you  by  endless  and  unnecessary 
repetitions,  I  have  selected  six  microscopical  slides,  from  a 
number  taken  from  thirty  different  cases,  which  you  will 
find  under  the  microscopes,  and  these  I  have  had  repro- 
duced for  demonstration  with  the  lantern,  because  they 
beem  most  typical  of  the  changes  found. 

The  first  section  I  show  you  is  taken  from  a  uterus 
removed  by  me  by  vaginal  hysterectomy  some  time  since.* 
The  patient  from  whom  it  was  taken  was  aged  45,  and  had 
been  married  for  twenty  ye^rs.    She  had  had  two  children, 


'  A  similar  section  from  the  fundal  extremity  of  the  uterine  canal  of 
another  uterus  shows  a  similar  condition. 
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the  eldest  aged  iS,  the  youngest  aged  13,  and  she  had  had 
three  miscarriages  between  the  two  for  no  very  obvious 
reason.  For  the  last  twelve  months  she  had  only  been  free 
from  haemorrhage  for  fourteen  days,  and  that  about  six 
months  before  operation.  As  may  be  imagined,  she  was 
extremely  anaemic  and  very  thin.  She  had  two  intramural 
fibroids,  one  tending  to  become  subperitoneal  and  impacted 
in  the  pelvis  behind  the  uterus,  neither  pressing  particularly 
upon  the  endometrium,  which,  however,  was  thick,  and 
almost  purple  in  colour.  The  section  is  taken  from  the 
fundus  near  the  opening  of  one  Fallopian  tube.  As  you 
will  see,  it  shows  distinctly  hyperplasia  of  the  glandular 
tissue,  the  gland  cells  well  formed,  and  the  glands  them- 
selves abundant,  whilst  the  outermost  layer  of  epithelium, 
where  seen,  is  normally  cylindrical  and  ciliated. 

The  next  is  taken  from  the  fundus  of  a  uterus  of  a 
woman  aged  44,  married  thirteen  years,  with  no  children  or 
miscarriages.  Menstruation  was  regular  and  painless  until 
twelve  months  before  operation,  on  July  8,  1901  ;  used  to 
last  two  to  three  days,  but  for  the  last  twelve  months  has 
increased  in  amount  and  frequency.  Period  at  time  of 
observation  lasts  fourteen  days.  Six  weeks  before,  great 
pain,  lasting  for  three  weeks  continuously,  came  on  and 
appeared  at  intervals  since.    There  had  been  no  dysuria. 

In  this  case  two  tumours  existed  in  the  posterior  wall, 
and  there  had  been  pelvic  peritonitis,  resulting  in  a  small 
collection  of  pus  situated  above  the  bladder  and  walled  in 
by  omentum.  One  of  the  masses  was  near  to,  but  not 
pressing  markedly  upon,  the  internal  wall,  being  still  entirely 
intramural.  The  endometrium  is  here  also  thicker  than 
normal,  and  not  only  so,  but  upon  both  walls,  both  that 
over  and  that  opposed  to  the  tumours,  small  glandular 
polypi  were  formed.  The  upper  one,  on  the  opposite  wall, 
is  first  shown  here,  and  the  other  can  be  seen  in  the  suc- 
ceeding slide  lying  a  little  below  the  point  at  which  the 
innermost  tumour  most  nearly  approaches  the  lining  mem- 
brane.  The  glands  are  well  marked,  the  gland  epithelia 
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normal  in  size  and  intact,  and  the  surface  layer  of  epithelium 
is  normally  cylindrical  and  ciliated.  It  was  impossible  in 
both  these  specimens  to  use  a  sufficiently  high  power  to 
show  the  last  point,  if  we  were  to  show  at  the  same  time  the 
general  features  of  the  membrane  itself.  In  the  following, 
however,  this  becomes  more  important,  and  higher  powers 
are  therefore  used. 

The  fourth  si>ecimen  is  taken  from  a  uterus  which  con- 
tained two  fibroid  masses,  one  in  the  anterior,  one  in  the 
posterior  wall,  both  beginning  to  press  upon  the  endome- 
trium between.  The  patient  from  which  this  uterus  was 
removed  was  a  widow,  aged  44.  She  had  had  no  children 
nor  miscarriages.  She  had  always  had  a  very  free  flow  at 
the  menstrual  periods,  but  had  had  marked  floodings  during 
the  past  twelve  months.  There  had  been  dysuria  for  the 
last  two  or  three  months.  The  section  shows  the  glands  in 
a  compressed  state  and  beginning  to  break  up.  The  inter- 
glandular  tissue  is  also  disintegrating.  Very  few  glands  in 
the  whole  section  are  still  normal.  The  fifth,  sixth,  seventh, 
eighth  and  ninth  specimens  are  taken  from  cases  in  which 
the  growths  had  become  polypoid  and  projected  markedly 
into  the  uterine  canal  and  the  condition  of  things  in  all  but 
the  next  is  greatly  changed.  A  glance  at  the  fifth  is 
sufiicient.  It  is  taken  from  the  angle  made  by  the  polypus 
with  the  wall  from  which  it  issues.  The  glandular  structure 
here  dips  down  between  the  growth  and  the  wall,  helping 
to  accentuate  the  division  between  them,  and  is  here  fairly 
abundant. 

But  it  is  especially  to  the  next  four  slides  that  I  ask 
your  attention.  These  show  the  condition  of  the  endo- 
metrium over  the  tumour  itself  and  over  the  opposed  wall. 
It  is,  as  you  will  see,  almost  non-existent,  being  only  repre- 
sented by  a  single  line  of  epithelial  cells,  arranged  vertically 
to  the  wall  respectively  over  each,  and  seated  directly  upon 
the  muscular  tissue  beneath.  The  connective  tissue  basis 
and  the  deeper-seated  gland  structures  are  gone.  The 
endometrium  is,  as  it  were,  spread  out — opened  out — over 
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the  advancing  mass,  and  even  the  remaining  cells  have 
undergone  a  distinct  change.  In  parts,  where  the  pressure 
is  not  so  great,  they  remain  columnar ;  but  lower  down, 
where  the  force  increases,  they  themselves  become  flattened 
and  dwarfed  until  they  approximate,  although  I  cannot  find 
that  they  ever  absolutely  reach,  the  squamous  type ;  and 
this,  it  must  be  remembered,  is  before  the  growth  reaches 
the  vagina,  and  whilst  it  is  still  intrauterine ;  of  tubular 
formation  at  points  where  the  pressure  is  not  quite  so  com- 
plete there  is  an  attempt.  This  and  the  next  show,  I  thinks 
the  final  steps  of  the  process  remarkably  well.  In  each  you 
will  notice  that  the  epithelium  rests  directly  upon  muscular 
•tissue.  The  interglandular  substance  is  gone,  but  in  this,  the 
ninth,  there  is  still  an  attempt  at,  or  remains  of,  glandular 
formation,  the  pressure  being  as  yet  not  so  great.  The 
epithelia  dip  downwards,  and  in  the  centre,  one  complete 
gland  tubule  is  cut  across,  the  others  being  still  open  above 
and  fairly  deep.  In  No.  8  the  line  of  epithelium  is  simply 
irregular,  pressure  being  greater,  whilst  in  Nos.  6  and  7, 
where  pressure  is  greater  still,  it  is  entirely  straightened  out, 
and  lies  like  a  mere  fringe  on  the  surface  of  the  tumour. 

It  is  curious  to  note  that  precisely  the  same  eflFects 
appear  to  be  produced  by  the  expansile  force  of  the  myoma 
itself,  aided  by  the  contraction  of  the  uterine  fibres  t)ehind 
upon  the  endometrium  lying  over  its  own  surface,  and  upon 
that  which  faces  it  on  the  uterine  wall  opposite. 

The  evidence  afforded  by  these  sections,  and  many 
others  similar,  would  appear  to  go  some  way  towards  justi- 
fying the  following  conclusions. 

The  presence  of  a  fibromyomatous  growth  in  the  uterine 
tissue  has  an  effect  upon  the  endometrium  lining  that 
uterus. 

In  the  early  stages,  and  whilst  still  intramural,  it  tends  to 
produce  hyperplasia  of  the  endometrium. 

When  becoming  sufficiently  submucous  to  exert  some 
pressure  upon  the  membrane,  it  produces  compression  of 
the  glands,  with  subsequent  disintegration  both  of  them 
and  of  the  interglandular  substance. 


Bishop  on  Changes  in  Myomatous  Uteri  293 


When  actually  polypoid  into  the  uterine  canal,  the  endo- 
metrium over  the  actual  mass  and  the  opposing  uterine  wall 
is  reduced  to  a  single  layer  of  cells,  which  becomes  pro- 
gressively thinner  in  proportion  to  the  pressure  exerted,  and 
approximates  the  squamous  type. 

In  many  of  these  sections,  blood  vessels  and  lymphatics 
are  seen  immediately  below,  or  within  a  very  short  distance 
of  the  protecting  line  of  epithelium. 

One  practical  result  of  such  observations  may  be  touched 
upon.  The  use  of  the  curette  for  the  purpose  of  checking 
hemorrhage,  so  much  advised  in  earlier  times,  would  seem 
to  be  justified  in  those  stages  of  the  disease  which  occur 
before  the  tumour  becomes  polypoid.  The  endometrium 
is  at  first  hypertrophied,  then  degenerate,  and  in  either  case 
might  be  removed  with  good  effect,  but  the  case  is  altered 
when  an  actual  myomatous  polypus  is  present.  Then  the 
endometrium  over  the  tumour  and  opposed  to  it  being 
reduced  to  a  mere  line  of  epithelium,  its  removal  can  do  no 
good,  and  may  have  very  evil  results,  by  laying  open  lym- 
phatics, and  permitting  the  entrance  of  micro-organisms, 
thus  producing  necrosis  of  the  tumour  on  the  one  hand 
and  metritis  on  the  other,  and  a  glance  at  these  slides  will 
demonstrate  how  easily  this  may  be  done. 

But  examination  of  these  sections  appears  to  me  to  be 
of  interest  from  quite  another  point  of  view.  The  question 
of  the  eiiology  of  fibromyomatous  tumours  may  just  now,  to 
use  the  phraseology  of  the  politicians,  be  looked  upon  as  a 
"burning"  one.  All  kinds  of  theories  with  regard  to  it 
have  been  advanced  by  various  writers,  all  of  which  are 
based  upon  observations  of  specimens  of  this  kind.  Some 
see  in  them  the  results  of  late  development  of  embryonic 
structures ;  that,  of  course,  means  development  of  remnants 
of  embryonic  structures  belonging  to  the  subject's  own 
person ;  but  one  writer,  Cambernon,^  believed  that  myoma 


*  Cambemon,  "  Considerations  sur  la  cause  de  la  frequence  des  corps 
ei  polypes  fibreux  dc  I'uterus,"  Gaz,  Medicate  de  PariSj  1844,  No.  5,  p.  65. 
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originated  from  an  infertile  ovum  that  from  some  cause 
or  other  was  obstructed  in  its  passage  and  became  "  stuck 
fast"  in  the  uterine  tissue.  The  passage  of  the  infertile 
ovum,  he  says,  through  the  fibres  of  the  matrix  is  the 
same  as  that  of  fertile  ova  in  interstitial  pregnancy.  This 
was  in  1844,  before  the  days  of  Tait,  and  we  can  therefore 
imagine  what  his  ideas  were  of  the  latter  process;  but 
putting  this  writer  on  one  side,  we  find  Ricker^  describing 
distinct  epithelial  relics  in  them,  which  he  believed  were 
remains  of  the  primitive  epithelium  of  Miiller's  duct,  and 
in  his  drawings  abnormal  ingrowths  of  muscle  cells  around 
the  WolflBan  duct  are  shown.  Max  Voigt*  detected  dis- 
tinct glandular  structures  in  two  myomata.  Hauser  and 
Diesterweg  trace  these  glands  to  Miiller's  duct ;  Nagel  and 
Breus  to  the  Wolffian  duct.  Von  Babes  found  true 
epithelial  growths  in  the  interior  of  uterine  myomata,  and 
Von  Recklinghausen*  traced  them  to  the  Wolffian  duct. 
The  latter  found  also  similar  growths  in  the  wall  of  the 
Fallopian  tube,  and  believed  that  these,  too,  had  a  similar 
origin.  Meyer*  carried  on  these  researches,  and  produced 
sections  before  the  Berlin  Obstetrical  Society,  displaying 
glandular  structures  in  the  muscular  tissue  of  the  uterus 
in  the  adult,  and  in  new-born  children.  These  structures, 
sometimes  acinous,  sometimes  tubular,  were  histologically 
identical  with  the  endometrium.  He  also  showed  section& 
of  adenoma  clearly  derived  from  the  Wolffian  duct ;  whilst 
Klein's  demonstration  before  the  German  Congress  at 
Leipzig,  in  1897,  of  the  Wolffian  duct  in  a  new-born  girl 
proved  at  least  that  such  an  origin  was  possible. 

But  full  of  instruction  as  all  these  cases  are,  they 
scarcely  seem  to  cover  the  whole  ground.  The  majority 
of  fibromyomata  do  not  show  any  internal  glandular 


*  Virch.  Archiv.^  vol.  cxlii.,  part  2,  November,  1895. 
'  Monaisch,  f,  Geburtsh,  «.  Gyn&k.^  January,  1896. 

*  BriL  Med,Joum,,  1896,  vol.  i.,  p.  665. 

*  Centralb,  f,  GynOk.,  No.  24,  1897. 
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structures  at  all.  The  only  gland  tissue  in  connection  with 
them  is  that  of  the  endometrium  stretched  out  over  their 
surface ;  and  another  series  of  writers  take  quite  a  different 
view.  Virchow,  for  instance,  sees  in  them  a  hyperplasia 
of  previously  existing  muscular  fibres  ;  Senn,^  on  the  other 
hand,  the  results  of  the  development  of  a  matrix  of  myo- 
blasts, existing  independently  of  pre-existing  muscular  fibres 
between  which  the  tumour  arises  ;  whilst  Mary  D.  Jones* 
believes  that  they  have  their  starting  points  in  the  in- 
flammatory products  of  the  organ,  and  Galippe  and 
Landouzy*  discovered  spherical  cocci,  which  they  believed 
to  be  the  original  causa  causans.  It  is  curious  that  in  this 
last  opinion,  given  in  the  Medical  Record  of  this  year  by 
Dr.  Jones,  we  go  back  to  the  original  idea  of  Galen  and 
Soranus,  the  former  of  whom  declared,  "  Scleroma  uteri 
est  tumor  subdurus  in  aliqua  parte  uteri  exortus,  qui 
plerumque  ex  diuturnis  inflammationibus  nascitur." 

The  view,  however,  which  appears  to  have  received  the 
most  general  acceptance  of  late  years,  and  which  seems  to 
furnish  the  key  to  much  that  is  perplexing  and  difficult  to 
understand  in  our  experience  of  these  growths,  is  that 
which  ascribes  the  starting  point  of  uterine  fibromyoma  to 
the  over-development  of  the  outer  walls  of  certain  uterine 
arteries  or  arterioles.  It  is  thus  described  by  Pilliet* :  "  The 
endothelium,"  he  says,  "  remains  normal ;  the  adventitia 
gives  origin  to  a  zone  of  embryonic  cells  which  multiply 
and  develop  into  rows  of  concentrically-placed  smooth 
muscular  fibres  arranged  around  the  vessel.  The  fibrous 
layers  arise  from  the  transformation  of  the  most  peripheral 
muscular  layers  which  are  furthest  from  the  vessel,  and 
which,  therefore,  do  not  receive  sufficient  nourishment  to 
allow  of  their  normal  development."    Klebs,  Meslay,  and 


*  SeoD,  "  Pathological  and  Surgical  Treatment  of  Tumours,"  1895. 
'  Med.  Rec.^  February  i6,  1901* 

*  Sec  BiohgU^  Fcv.  19,  1887,  p.  103. 

*  Bull  Soc,  Anat.y  Paris,  Jan.,  1894,  p.  4. 
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Hyenne*  agree  with  this  description  of  the  initial  stage. 
Klein\i-achter,*  Roesger,*and  Gottschalk  mainly  differed  as  to 
the  relative  size  of  the  arteries  involved,  the  first  attributing 
it  to  changes  beginning  in  the  smallest,  Roesger  to  those 
which  possess  an  adventitia,  and  Gottschalk  to  the  larger 
arteries. 

Kleinwachter  says  that  there  are  in  the  tiniest  myomata 
blood  vessels  hardly  bigger  than  capillaries.  They  are  sur- 
rounded by  round  cells  {riindzellen\  and  he  believes  that 
these  change  into  spindle-like  cells,  which  finally  resemble 
perfectly  organic  bands  of  muscle  fibre  {muskelfasent). 
Costes  says  that  the  myoma  depends  for  its  development 
on  the  capiHary  vessels  in  whose  adventitia  embryonic  cells 
arc  formed,  which  give  rise  to  the  formation  of  the  smooth 
muscle  elements.  Gottschalk  describes  sections  showing 
arteries  with  abnormally  thick  walls.  Moller  mentions 
these,  and  says  they  are  not  myomata,  but  gives  no  reason 
for  that  opinion  ;  whilst  Roesger  says  that  as  in  the  foetal 
uterus  the  arteries  affect  the  direction  of  the  muscles,  so 
it  is  in  the  case  of  the  smallest  myomata. 

If  this  view  is  accepted  many  things  become  clear. 
Arteries  already  lie  in  a  bed  of  connective  tissue,  which 
separates  them  from  the  muscular  fibres  around.  As  a 
portion  of  the  vessel  enlarges  this  will  be  more  and  more 
compressed  until  it  would  very  well  form  a  band  of  fibrous 
tissue  around,  answering  to  the  capsule,  which  when 
divided,  permits  of  the  ready  disengagement  of  the  tumour 
from  its  environment,  a  fact  which  we  constantly  note  in 
enucleation  of  these  masses.  The  low  nutrition  of  fibro- 
myomatous  masses  is  easily  understood  if  we  consider  that 
blood  can  only  reach  it  in  any  quantity  through  its  central 


»  BuiL  Soc  Anat.^  Paris,  1897,  pp.  823  and  974. 

•  Kleinwachter,  **  Zur  Entwickelung  dcr  Myome  des  Utenis,"  Zeiisciu 
/.  Geburtsh.  u.  Gynak,,  Bd.  ix.,  1883,  S.  68. 

>  Roesger,  Paul,  Uber  Bau  und  Enstehung  des  Myoma  atcri,'' 
Zeitsch.  Geburtsh.  u,  Gymk.^  Bd.  xviii.,  1890,  S.  131. 
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channel,  except  for  the  fine  vasa  vasorum  which  still  per- 
forate it  from  without,  and  that  the  calibre  of  this  central 
channel  must  be  progressively  encroached  upon  by  its  own 
growth.  In  one  of  the  sections  I  propose  to  show  you, 
this,  I  think,  is  well  illustrated.  The  whorled  appearance 
of  the  fibres  characteristic  of  these  neoplasms  is  also  what 
might  have  been  expected.  All  uterine  arteries  are  convo- 
luted, to  permit  of  the  ready  alteration  necessary  in  gesta- 
tion, and  especially  in  parturition.  The  fibres  of  a  growth 
originating  in  them  must  necessarily  be  convoluted  also. 
Even  the  increased  growth  of  these  tumours  during  preg- 
nancy, and  their  corresponding  decrease  during  involution, 
is  more  easily  comprehended  if  we  look  upon  fibromyoma 
as  essentially  a  disease  of  the  uterine  vessels  themselves, 
and  not  of  comparatively  indifferent  tissues.  Lastly,  the 
difference  between  the  rapidly  growing  and  soft  tumours  of 
the  cervix,  and  the  hard,  more  slowly  enlarging  tumours  of 
the  fundus  may  be  explained  by  the  freer  and  more  direct 
supply  of  blood  to  the  former  through  the  lower  branches 
of  the  uterine  artery. 

It  must,  however,  be  admitted  that  this  view  by  no 
means  meets  with  unqualified  acceptance.  MoUer,^  in 
1899,  after  examining  a  large  number  of  the  minute  myo- 
mata  found  in  the  capsule  of  larger  growths,  disputes  the 
conclusions  of  Roesger  and  Gottschalk,  and  appears  to 
consider  the  question  disposed  of  since  he  has  demon- 
strated the  entrance  of  more  than  one  vessel  into  these 
masses.  I  cannot  see,  however,  after  a  careful  examina- 
tion of  the  drawings  which  illustrate  his  treatise,  that  these 
are  necessarily  any  other  than  vasa  vasorum,  and  some  of 
his  facts,  as  for  instance  that  all  the  smallest  tumours  are 
entirely  composed  of  muscular  tissue,  rather  tell  in  favour 
of  tlie  theory  we  are  discussing  than  against  it. 

But  most  observers,  like  himself,  appear  to  have 
^  directed  their  attention  entirely  to  the  tumours  already 


*  Moiler,  '*  StudUn  zur  Etiologie  des  Uterus  Myoms^^  Berlin,  1899. 
VOL.  xvn. — NO.  68.  20 
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formed.  I  beg  to  suggest  that  more  information  as  to 
the,  truth  or  otherwise  of  this  theory  especially  might  be 
anticipated  from  a  study  of  the  uterus  from  which  they 
have  been  taken.  It  is  common  experience  that  any  uterus 
in  which  a  fibromyoma  is  found  is  likely  to  contain  others 
more  or  less  developed ;  that  if  it  apparently  only  contains 
one,  and  that  is  removed,  sooner  or  later  another  will  be 
formed. 

One  of  the  cases  from  which  the  last  sections  shown 
were  taken  is  a  good  illustration  of  this.   The  woman 
originally  came  to  Ancoats  Hospital  in  February,  1896, 
with  a  well  marked  single  intramural  fibromyoma  in  the 
anterior  wall,  which  was  treated  by  vaginal  myomectomy. 
She  recovered,  but  returned  in  June  of  the  present  year 
with  another  single,  but  this  time  polypoid,  growth  of  the 
same  nature — ue.,  five  years  after  ;  but  every  gynaecologist 
has  met  with  similar  specimens.    Now,  if  this  theory  be 
indeed  true,  it  is  only  necessary  to  go  a  step  further  back ; 
and  it  will  be  natural  to  suspect  that  in  such  a  uterus,  even 
if  no  other  palpable  or  visible  masses  can  be  detected,  at 
least  we  ought,  under  the  microscope,  to  find  arteries 
deviating  in  some  way  from  the  normal ;  that  here  or 
there  we  should  find  a  section  of  an  artery  in  which 
hypertrophy  of  the  median  layer  is  commencing ;  and 
acting  upon  that  idea  I  commenced  a  search  through 
these  slides  for  such  an  appearance.    The  results  I  wish 
to  lay  before  you.    It  is  for  the  Fellows  of  this  Society  to 
say  whether  the  slide?  I  show,  the  originals  of  which  will 
be  found  under  the  microscopes  on  the  table,  assist  at  all 
in  arriving  at  some  judgment  as  to  the  trustworthiness  of 
Pilliet's  theory.    Under  the  microscopes,  indeed,  I  think 
you  will  find  nearly  all  the  stages  from  slight  to  great 
median  hypertrophy,  for  when  you  begin  to  search  for 
them  it  is  astonishing  how  many  you  can  find  in  some 
uteri — not  in  all.    Some  of  these  were  found  too  late  for 
reproduction  as  lantern  slides,  but  enough  are  shown,  I 
think,  to  render  the  point  clear.   At  the  time  these  lantern 


Fig.  I. — Showing  early  stages  of  hypertrophy 
of  the  arterial  median  coat. 


Fig.  2.— Irregular  thickening  of  the  muscular  wall. 


Fig,  3. — Hypertrophy  of  arterial  muscular  wall 
has  obliterated  its  lumen. 


Fig.  5.— Considerable  hypertrophy  of  muscular  layer.  On  the  left,  a 
mass  of  fibres  are  seen  runnmg  longitudinally  in  the  axis  of  the  arterial 
lumen,  within  the  circular  fibres,  but  outside  the  intima. 
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slides  of  arteries  were  made  I  was  unable  to  get  photo- 
graphs direct ;  they  are  reproduced  from  drawings  by  a 
very  clever  artist,  Miss  Bradbury.  I  would  merely  add 
that  ]  have  not  been  able  in  them  to  see  any  zone  of 
embryonic  cells,  with  the  powers — Zeiss  ^th,  and  ^th 
oil  immersion — I  have  used,  but  that  there  is  in  some  of 
these  sections  marked  hypertrophy  of  the  arterial  media 
will,  I  think,  be  admitted,  whatever  bearing  such  appear- 
ances may  be  deemed  to  have  upon  the  question  of 
etiology. 

In  the  first  slide  I  have  had  photographed  a  normal 
artery  with  normal  walls  taken  from  one  of  these  uteri, 
for  purposes  of  comparison.  All  these  slides  are  taken 
with  the  same  powers  of  the  microscope — Zeiss  E.  objec- 
tive. No.  I  ocular,  tube  not  drawn  out,  or,  in  other  words, 
magnified  280  diameters. 

in  the  second  slide  (fig.  i)  I  think  it  will  be  admitted 
that,  in  proportion  to  the  diameter  of  the  artery,  the  media 
is  decidedly  thicker.  The  ring  of  intima,  with  its  somewhat 
nodular  nuclei,  is  well  seen. 

In  the  third  (fig.  2)  this  thickening  is  shown  to  be 
irregular.  On  one  side  the  wall  is  much  more  hyper- 
trophied  than  on  the  other.  The  intima,  marked  by  its 
nuclei,  can  be  seen  on  the  sides  of  its  lumen. 

In  the  fourth  (fig.  3)  the  hypertrophied  wall  has  almost 
obliterated  the  lumen  of  the  artery,  but  the  circular  ring  of 
nuclei  from  the  intima  is  still  visible. 

In  the  fifth  (fig.  4),  a  group  of  arteries  are  seen,  still  con- 
taining some  blood  corpuscles.  The  gradual  thickening 
of  the  media  is  very  well  shown,  from  the  small,  almost 
normal,  artery  below  and  on  the  left,  to  the  greatly  and  very 
irregularly  enlarged  artery  on  the  right,  the  enlargement 
being  entirely  in  the  muscular  wall.  In  each  the  ring  of 
nuclei  showing  the  presence  of  the  intima  is  to  be  noted. 

In  the  sixth  (fig.  5),  a  further  stage  of  medial  hyper- 
trophy is  shown,  and  this  and  the  next,  are,  I  think,  particu- 
larly to  be  noted,  in  that  the  section  in  both  appears  to  have 
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passed  squarely  across  the  artery,  so  that  there  can  be  no 
question  of  the  appearance  as  having  been  due  to  any 
obliquity  in  the  way  in  which  the  vessel  was  cut.  In  an 
oblique  section  the  thickness  would  be  accentuated  at  each 
end  of  the  artery,  whereas  all  portions  of  the  arterial  wall 
show  an  equal  increase  in  width. 

In  the  seventh,  an  artery  with  still  thicker  muscular  wall 
is  to  be  seen.  The  intima  bridges  over  the  irregular 
enlargement,  and  on  the  right  where  this  is  seen,  a  distinct 
thickening  inwards  encroaching  on  the  lumen  is  worthy 
observation.  The  muscular  fibres  at  each  end  appear  to  be 
blending  with  the  uterine  fibres  around. 

Whilst  in  the  eighth  (fig.  6),  and  last,  a  curiously  tor- 
tuous artery,  which  has  evidently  been  cut  somewhat  longi- 
tudinally, is  shown:  the  intima  well  marked,  following  all  its 
sinuosities,  the  lumen  still  containing  some  corpuscles  ;  the 
media  very  irregularly  thickened  and  at  points  almost  oblite- 
rating the  lumen  ;  the  adventitia,  or  cellular  tissue  bed  in 
which  the  artery  lies,  isolating  it  from  the  surrounding  tissues* 

It  is  curious  that  Gottschalk  has  declared  that  myomata 
are  developed  from  a  strongly  twisted  section  of  one  of  the 
larger  arteries,  and  this  particular  section  would  seem  to 
give  some  colour  to  the  statement ;  though  I  think  the  other 
sections  do  not.  However  that  may  be,  the  general  result 
of  my  search  would  appear  to  show  that  the  arteries  in  a 
uterus  which  has  been  the  site  of  a  fibromyomatous  neo- 
plasm do  show  certain  changes  in  their  structure  differing 
from  the  normal ;  that  those  changes  consist  mainly  of  a 
more  or  less  irregular  hypertrophy  of  the  muscular  coat, 
and  that  it  is  perfectly  possible  that  such  hjqjertrophy 
carried  to  a  sufficient  extent  might  produce  the  masses  or 
neoplasms  which  are  known  as  fibromyomatous  tumours. 

If  this  is  true  it  will  be  apparent  that  it  has  a  very  direct 
bearing  upon  practical  questions  :  How  far  are  we  justified 
in  retaining  an  organ  in  which  this  formation  has  once  been 
demonstrated  ?  Shall  we  entirely  remove  it,  or  shall  we 
adopt  the  method  so  ably  demonstrated  and  recommended 


Fig.  4.— Group  of  arteries  showing  various  stages  of  hypertrophy  of  muscii 


Fin.  6. — Tortuous  artery,  cut  somewhat  obliquely,  showing  irr^;ular 
thickening  of  the  muscular  wall. 

All  these  arteries  were  found  in  the  uterine  tissue,  not  in  the 
neoplasm. 
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here  by  Dr.  Alexander,  of  Liverpool,  or  one  of  the  many 
minor  methods  of  a  similar  type  ?  If  we  decide  upon 
hysterectomy,  shall  it  be  the  complete  operation  described 
by  Mr.  Christopher  Martin,  or  the  supravaginal  amputation 
which  finds  so  talented  an  advocate  in  Dr.  Hey  wood  Smith  ? 
All  these  are  questions  of  so  important  and  wide-reaching  a 
character  that  I  can  only  venture  to  suggest  them  to  your 
minds.  Without  doubt  very  many  more  observations  are 
required  before  a  definite  answer  can  be  given,  and  I  can 
only  hope  that  the  few  I  have  been  able  to  bring  before  you 
may  excite  far  more  competent  minds  than  mine  to  still 
further  investigate  the  matter,  so  that  any  doubts  we  may 
have  may  be  set  at  rest. 

It  only  remains  for  me,  gentlemen,  to  thank  you  for  the 
patient  attention  you  have  given  me,  and  to  hope  that  I  may 
have  succeeded  in  exciting  your  interest  in  this,  to  me, 
fascinating  question. 

Mr.  J.  H.  Targett  had  examined  sections  of  many 
uterine  fibroids,  and  he  thought  that  there  was  abundant 
evidence  of  thickening  of  the  muscular  coat  of  the  vessels 
and  of  their  fibrous  sheaths.  After  a  time  the  new  material 
became  fibroid  and  almost  devoid  of  nuclei.  This  degene- 
rative change  was  very  characteristic  of  uterine  myoraata 
and  enabled  their  structure  to  be  easily  distinguished  from 
normal  uterine  tissue.  As  regarded  the  endometrium,  he 
had  in  some  cases  found  hyperplasia  especially  affecting 
the  stroma,  while  in  others  the  endometrium  had  been 
thinned  by  distension  and  its  glandular  follicles  had  become 
disarranged  or  even  obstructed  at  their  mouths,  causing 
retention  of  secretion,  and  shed  epithelium  in  their  acini. 
He  had  never  met  with  tubules  lined  with  epithelium  in 
the  substance  of  a  fibroid,  and  therefore  did  not  think  that 
these  tumours  commonly  originated  from  congenital  relics 
in  the  uterine  walls,  as  stated  by  some  observers. 

Dr.  Macnaughton-Jones  said  that  endometritic  changes 
were  among  the  commonest  degenerations  found  in  myo- 
mata;  one  point  he  wished  to  emphasise,  one  which  Mr. 
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Bishop's  paper  drew  attention  to,  namely,  the  danger  of 
currettage  in  some  cases  of  myoma.  The  operation  of 
**  scraping  "  was  so  commonly  resorted  to  that  it  was  just 
as  well  to  remember  that  in  certain  forms  of  myoma  it 
was  worse  than  useless,  and  some  women  dated  all 
their  worst  symptoms  from  the  operation  of  curettage. 
Haemorrhage,  for  instance,  which  had  been  comparatively 
trifling  before,  increased. 

Dr.  Stanmore  Bishop  replied.  He  hoped  that  Mr. 
Targett  in  future  researches  would  record  the  changes 
observable  in  the  vessels  of  the  endometrium  and  the 
glandular  structures.  He  agreed  with  the  remarks  as  to 
dangers  of  currettage  in  certain  cases. 

Dr.  Macnaughton-Jones  then  demonstrated  several 
recent  gynaecological  appliances,  including  a  most  useful 
flushing  retractor  employed  by  Professor  Leopold  for 
vaginal  operations,  and  a  new  self-retaining  trocar  of 
Koeberle  for  ovariotomy.  He  described  the  Zweifel  suture, 
and  showed  the  gut  used  in  his  klinik,  which  is  thus  pre- 
pared. It  is  wound  on  a  glass  plate  with  ground  edges,  so 
as  not  to  cut  it.  It  is  next  placed  in  chromic  solution  i  in 
i,ooo,  for  fifteen  minutes,  and  then  washed  in  water.  It 
is  a  second  time  for  fifteen  minutes  placed  in  the 
chromic  solution,  and  dried  at  a  temperature  of  8o'  C. 
It  is  then  made  into  rolls  and  subjected  to  loo"  C.  The 
final  drying  must  be  complete.  It  is  then  placed  in  cumol 
for  an  hour  and  a  half,  at  a  temperature  of  i6o'  C.  It 
is  now  put  into  benzine  of  petroleum  with  a  sterilised 
forceps,  and  the  benzine  is  changed  once  (after  half-an- 
hour),  and  fresh  benzine  put  in.  It  is  then  placed  in 
sterilised  glasses,  and  is  ready  for  use. 

The  new  bronze  aluminium  wire,  as  employed  by 
Professor  Bumm,  of  Halle,  he  had  used  in  several  abdo- 
minal sections,  and  it  made  a  clean  and  perfect  continuous 
or  interrupted  skin  suture,  the  result  being  exhibited  in  the 
photograph.  Professors  Kronig  and  Menge  used  a  cotton 
thread  permeated  with  collodion  for  the  same  purpose. 
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The  Zwcifel  suture  was  demonstrated,  as  also  the  advan- 
tages of  the  use  of  Kocher's  forceps  in  hysterectomy,  in  lieu 
of  either  the  clamp  method  of  Doyen  or  Zweifel.  Reference 
was  made  to  a  new  mode  of  dressing  in  the  abdominal  toilet 
candied  out  at  Professor  Sanger's  Klinik  by  Dr.  Kleinhans. 
The  first  dressing  was  covered  with  the  material  "  collaetin/' 
which  hermetically  closed  the  abdominal  surface. 
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BRITISH  GYNECOLOGICAL  SOCIETY. 

Thursday,  January  9,  1902. 

J.  A.  MANSELL  MOULLIN,  M.A.,  M.R.C.P.,  President,  in  the 

Chair. 

Annual  Meeting. 
Treasurer's  Report. 

In  presenting  the  Annual  Balance  Sheet  to  the  Fellows, 
I  regret  that  I  have  but  to  echo  the  statement  of  my  pre- 
decessor on  the  like  occasion  last  year.  Troublous  times 
tell  especially  on  a  Society  such  as  ours,  which  draws  its 
Fellows  largely  from  the  General  .Practitioner  division  of 
our  body,  who  must  necessarily  be  the  most  affected  by  the 
financial  atmosphere.  We  have  not,  therefore,  received  in 
the  past  year  that  accession  to  our  ranks  that  we  might 
justly  expect,  whilst  beyond  the  natural  yearly  loss  that 
must  occur  to  all  such  Associations,  we  have  to  note  a  small 
extra  diminution  owing  to  the  withdrawal  of  some  few  who 
may  wisely  consider  even  our  subscription,  we  may  hope 
temporarily,  an  unjustifiable  addition  to  the  "per  contra'" 
side  of  their  banking  account. 

There  has  been  a  most  careful  watching  on  the  part  of 
the  Council  to  keep  the  Society's  working  expenses  within 
the  utmost  moderation ;  the  one  excepted  instance  being 
the  cost  of  the  Journal,  naturally  deemed  by  them  the 
backbone  of  the  Society  ;  and  whilst  sparing  no  just  cost 
to  keep  it  up  to  its  present  unparalleled  excellence,  they 
have  closely  considered  every  item,  in  the  hope  of  being 
enabled  to  reduce  any  undue  expenditure.  In  this  work 
the  Council  have  been  most  kindly  and  ably,  nay,  I  may  say 
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enthusiastically,  assisted  by  our  devoted  Editor,  Dr.  Macan, 
who,  after  much  patient  labour,  furnished  a  most  minute 
analysis  of  the  working  expenses,  in  the  various  individual 
items,  over  several  years  past,  showing  at  the  end,  alas! 
only  that  our  various  editors  had  provided  the  Fellows 
with  a  Journal  consisting  of  the  maximum  of  excellence  at 
a  minimum  of  cost.  Our  Journal  remains  the  most  com- 
plete and  classical  epitome  of  the  gynaecology  of  the  world 
that  can  be  produced. 

I  leave  the  few  items  of  the  balance  sheet  to  speak  for 
themselves. 

On  the  motion  of  Dr.  Heywood  Smith,  seconded  by 
Mr.  BowREMAN  JESSETT,  the  Treasurer's  Report  was 
adopted.  A  vote  of  thanks  to  the  Treasurer  was  unani- 
mously carried  at  the  same  time. 

Edito/s  Report. 

The  four  numbers  of  the  Journal  issued  during  the  year 
1901  contain  forty  sheets,  or  640  pages,  a  number  slightly 
less  than  that  in  some  former  years ;  the  difference  in  the 
amount  of  matter  contained  is  more  apparent  than  real, 
owing  to  the  increase  in  the  Summary  of  Recent  Literature, 
each  page  of  which,  being  in  smaller  type,  is  equivalent  in 
matter  to  about  one-third  more  than  a  page  of  the  first  part 
of  the  Journal. 

The  February  number,  completing  the  sixteenth  volume 
of  the  Journal,  contained  the  Proceedings  of  the  last  two 
meetings  of  the  Society  in  the  year  1900 ;  the  reports  of 
these  meetings  were  prepared  and  revised  by  Dr.  Arthur 
E.  Giles  before  the  Society,  and  the  Editor,  were,  by  his 
resignation,  deprived  of  his  valuable  assistance. 

The  work  formerly  done  by  Dr.  Giles  has  during  the 
year  1901  been  under  the  care  of  Dr.  Macnaughton-Jones, 
Jun.  The  way  it  has  been  carried  out  gives  ample  evidence 
of  the  care  and  ability  he  has  devoted  to  it,  and  the  arrange- 
ments made  for  the  conduct  of  this  part  of  the  Journal  at 
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the  last  Annual  Meeting  will,  with  the  approval  of  the 
Fellows  of  the  Society,  be  continued  for  1902. 

The  length  of  the  Proceedings  depends  not  only  upon 
the  number  and  length  of  the  communications  made  to  the 
Society,  but  upon  the  character  of  the  discussions  upon 
them.  The  Proceedings  for  1901  occupy  approximately  the 
same  number  of  pages  as  those  of  1900,  and  contain  many 
papers  of  very  great  importance  ;  the  original  communica- 
tions not  read  to  the  Society  also  occupy  about  the  same 
space  as  in  1900.  It  seems  undesirable  here  to  specify  any 
of  these  communications  as  more  important  than  others ; 
they  are  before  the  Fellows,  and  each  of  them  has  its 
peculiar  interest. 

The  number  of  new  books  sent  for  review  has  been 
considerable,  and  the  section  of  the  Journal  devoted  to  this 
work  has  been  considerably  enlarged  during  the  last  three 
years.  The  Editor  desires  to  acknowledge  gratefully  his 
indebtedness  to  the  Fellows  of  the  Society  who  have  given 
their  help,  many  of  them  anonymously,  in  various  reviews.  * 

The  Summary  of  Gynaecology  and  Obstetrics  has  during 
the  year  extended  to  220  pages  of  closely  printed  matter. 
The  independent  numbering  of  the  pages  in  italics  not  only 
increases  readiness  of  reference  by  allowing  the  quarterly 
sections  to  be  arranged  consecutively  in  the  bound  volume, 
hut,  as  was  expected,  facilitates  the  making  up  of  the 
number. 

In  the  preparation  of  the  Summary  of  Gynaecology  and 
Obstetrics  the  Editor  has  been  greatly  assisted  by  his 
collaborators,  and  particularly  so  by  Dr.  Frederick  Edge, 
Dr.  Hebert,  Dr.  Henry  Jellett,  Mr.  Furneaux  Jordan  and 
Mr.  Christopher  Martin. 

The  Index  to  Volume  XVI.  will  be  found  more  compact 
than  in  previous  volumes  ;  the  alteration  in  the  arrange- 
ment, which  reduces  the  number  of  pages  to  about  one-half, 
has  been  effected  more  with  the  view  of  facilitating  reference 
than  of  reducing  its  cost ;  the  work  of  preparing  it  has  been 
increased. 
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The  illustrations  in  the  four  numbers  include  ten  figures 
on  plate  paper  and  thirty-two  in  the  text.  A  great  part  of 
the  expense  of  these  illustrations,  some  of  them  indispen- 
sable to  explain  the  text,  and  others  so  interesting  in 
themselves  and  so  well  executed  as  to  be  extremely  valuable 
to  gynaecological  science,  has  been  borne  by  the  con- 
tributors. The  cost  of  illustrations  which  can  appear  in  the 
text  is  comparatively  small  compared  with  that  of  those  that 
must  appear  on  plate  paper.  The  whole  question  of  illus- 
tration is  under  the  consideration  of  the  Journal  Committee, 
but  as  it  was  found  to  necessitate  a  search  into  the  Minutes 
of  the  Council  as  to  the  Resolutions  which  should  guide 
them,  the  Journal  Committee  have  not  yet  been  able  to 
report  on  the  question. 

The  Journal  Committee  have  met  from  time  to  time 
during  the  year  and  Minutes  of  their  proceedings  have 
been  regularly  kept  for  the  information  of  the  Council. 

Jameson  John  Macan,  M.D. 

Dr.  Macnaughton-Jones  in  proposing  the  adoption  of 
the  Editor's  report  said  that  the  backbone  of  the  Society 
was  its  Journal.  He  could  not  conceive  the  Journal  of 
a  Society  more  brilliantly  edited  than  the  organ  of  the 
British  Gynaecological  had  been  for  a  number  of  years.  It 
would  be  difficult  to  exaggerate  the  labour  involved  in 
preparing  a  summary,  such  as  appeared  in  the  Journal,  of 
each  communication  to  gynaecological  literature,  which 
might  prove  of  interest  to  gynaecologists  generally,  irre- 
spective of  the  language  in  which  the  original  appeared. 
In  addition,  however,  to  the  complete  and  able  summary, 
the  Journal  contained  communications  from  leading 
gynaecologists  in  England,  the  Colonies,  and  foreign 
countries.  It  was  primarily  a  Journal  of  gynaecology  of  tlic 
British  Empire,  though  embracing,  like  the  Society,  a  wider 
field.  During  the  past  year  a  rival  had  entered  the  lists. 
They  neither  feared  nor  resented  competition  ;  but  they 
could  hardly  regard  with  approval  the  adoption  of  the  title 
of  the  British  Gynaecological  Journal  inverted,  but  other- 
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wise  virtually  unaltered.  He  deeply  regretted,  as  did  all 
the  Fellows  of  the  Society,  the  cause  of  Dr.  Macan's 
absence,  and  sincerely  hoped  the  improvement  in  his  health 
might  be  permanent,  without  regard  to  the  invaluable 
services  which  he  had  rendered  to  the  Society  in  raising 
the  Journal  to  a  higher  level  than  it  had  ever  hitherto 
reached. 

Mr.  BowREMAN  JESSETT,  in  seconding  the  resolution, 
said  that  imitation  was  the  sincerest  form  of  flattery,  and 
certain  gynaecologists  in  founding  a  Journal,  which  was  as 
close  an  imitation  of  the  British  Gynaecological  as  was 
permissible,  had  given  unwilling  expression  to  their  estimate 
of  its  success.  It  rendered  it  imperative,  however,  that  the 
tone  of  the  Journal  should  remain  at  its  present  level,  and 
he  wished  to  endorse  all  that  Dr.  Macnaughton-Jones  had 
^aid  when  referring  to  their  very  able  editor. 

Specimens. 

fibromyoma  of  the  uterus,  which  had  undergone 
Necrosis,  Removed  by  Abdominal  Cceliotomy. 
By  F.  A.  PURCELL,  M.D.,  M.Ch.  (Surgeon  to  the 
Cancer  Hospital). 

The  patient,  a  single  woman,  aged  43,  had  noticed  a 
lump,  the  size  of  a  walnut^  in  the  left  side  about  eight  years 
previously.  This  had  gradually  increased  in  size.  Her 
general  health  remained  unaffected,  and  she  had  suffered 
from  neither  constipation  nor  indigestion.  Menstruation 
had  been  regular  till  within  three  months  of  admission, 
though  usually  accompanied  by  sickness,  and  always  by 
pain,  which  commenced  a  few  days  'before  the  catamenia 
appeared.  During  these  three  months  the  pain  had  for  the 
first  time  increased,  the  catamenia  had  become  excessive, 
the  last  two  periods  being  separated  by  a  week  only,  and 
the  patient  had  to  pass  water  about  every  three  hours 
<iuring  the  day  and  twice  at  night. 

On  admission,  the  centre  of  the  abdomen  was  occupied 
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by  a  large,  kidney-shaped  mass,  the  concave  border  of  which 
was  situated  below,  and  the  two  sides  of  which  could  be 
moved  separately  to  a  slight  extent.  The  tumour  felt  semi- 
cystic  on  its  upper  surface  and  left  side.  Below  and  to  the 
right  side  there  was  a  smaller  mass,  separate  and  tender. 

Per  Rectum. — A  large  immovable  mass  could  be  felt  com- 
pletely filling  the  pelvis  proper.  The  rigid  condition  of 
the  hymen,  which  was  intact,  precluded  vaginal  examina- 
tion. 

Operation. —  On  November  27  the  abdomen  was  opened 
in  the  middle  line.  No  adhesions  were  found.  The  upper, 
apparently  cystic,  portion  of  the  tumour  was  tapped,  and 
the  tumour  after  some  difficulty  was  brought  out.  A  cyst 
of  the  right  broad  ligament  was  found  and  enucleated,  and 
the  uterus  with  the  tumour  removed.  In  order  to  shorten 
the  stump,  I  took  away  about  another  inch  of  the  neck  of 
uterus.  The  cut  surface  was  touched  with  strong  carbolic 
acid,  as  was  also  the  os.  Iodoform  gauze  was  passed  down 
into  the  vagina  ;  the  stump  had  a  couple  of  sutures  inserted, 
and  the  edges  of  the  peritoneum  were  brought  together 
across  the  pelvis.  The  toilet  completed,  the  abdominal  wall 
was  closed  with  interrupted  silk-worm  gut  sutures.  The 
patient  made  an  uneventful  recovery. 

The  interesting  points  in  connection  with  the  specimen 
were  the  presence  of  a  hydrosalpinx  in  the  right  broad 
ligament  and  the  formation  of  what  appeared  to  be  two 
distinct  cystic  cavities  surmounting  the  solid  portion  of  the 
fibromyoma,  the  upper  surface  of  which  was  covered  w^ith 
a  thick  layer  of  lymph,  caused  by  the  friction  between  it 
and  the  stomach. 

On  section,  it  became  evident  that  the  tumour  was  not 
cystic,  but  that  its  upper  portion  had  become,  owing  to 
necrotic  degeneration,  converted  into  a  cavity  filled  with 
fluid  and  necrotic  tissue.  The  pelvic  portion,  though  solid, 
was  also  necrosed. 
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Three  Cases  of  Myoma  Uteri.    By  F.  Bowreman 
JESSETT,  F.R.C.S. 

Case  L — Miss  P.,  aged  43,  has  had  inguinal  hernia  on 
the  left  side  since  twenty-four  years  of  age,  and  on  the  right 
side  for  five  years.  She  has  been  treated  for  uterine  dis- 
placement for  eight  years,  and  two  years  ago  was  treated 
for  peritonitis  and  appendicitis.  She  has  suffered  consider- 
able pain  and  irritation  of  the  bladder  for  some  time  past, 
and  has  also  had  a  foul  vaginal  discharge. 

On  examination  the  left  hernia  is  very  pronounced  ;  the 
right  not  so  apparent.  A  distinct  tumour  is  felt  over  the 
pubes  and  extending  to  the  right  side.  Bimanually :  The 
uterus  is  enlarged  considerably  and  fairly  movable.  There 
is  fulness  in  the  left  vaginal  fornix. 

Operation. — On  December  9  I  performed  abdominal 
hysterectomy  with  the  assistance  of  Dr.  Robinson.  There 
were  a  great  man}*  adhesions  in  Douglas'  pouch,  more 
particularly  on  the  left  side.  The  myomatous  uterus  was 
delivered  with  difficulty  by  means  of  Doyen's  screw.  It 
was  then  found  that  the  chief  tumour  was  situated  in  the 
right  broad  ligament,  and  it  was  removed  by  enucleation, 
the  peritoneum  having  been  first  divided.  The  ovarian  and 
uterine  arteries  were  then  ligatured,  the  uterus  drawn  out 
and  a  cyst  of  considerable  size  found  in  the  left  broad 
ligament.  The  uterus  with  its  myomata  were  removed,  and 
the  cyst  enucleated.  On  examining  the  left  hernia  a  large 
portion  of  omentum  was  found  to  be  strongly  adherent  to 
the  sac.  It  was  ligatured  and  divided,  and  the  inguinal 
opening  stitched  over  with  a  view  to  radical  cure.  The 
abdomen  was  finally  closed  in  the  usual  manner.  The 
patient  suffered  for  three  days  from  most  violent  anaesthetic 
vomiting,  but  has  made  a  good  recovery. 

Case  II. — ^A.  T.,  aged  48,  married  twenty  years.  Six 
children  ;  last  born  six  years  ago  ;  no  miscarriages.  Patient 
states  that  she  noticed  a  swelling  in  the  abdomen  about  two 
years  ago,  and  it  has  gradually  increased  in  size  since. 
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During  that  time  she  has  suffered  from  a  dragging  pain  in 
the  left  side,  extending  down  into  the  leg,  and  gradually 
increasing  in  severity.  There  had  been  some  difficulty  in 
defalcation  for  twelve  months,  and  there  had  been  frequency 
of  micturition  unaccompanied  by  a  sense  of  relief  for  two 
years.    Menstruation  regular  up  to  date  of  admission. 

Examination  per  abdomen. — A  large,  mobile  tumour 
occupied  the  iliac  and  umbilical  regions.  Pervaginam,^ 
Uterus  cannot  be  defined ;  the  cervix  is  lacerated  and 
drawn  up,  and  the  external  os  is  flush  with  the  fornices, 
which  are  free  from  infiltration. 

Operation. — On  opening  the  abdomen  a  large  tumour 
at  once  presented  itself.  The  left  tube  was  drawn  com- 
pletely over  it  and  disappeared  behind  it.  The  tumour  was 
readily  delivered  by  means  of  a  Doyen's  screw.  I  secured 
the  uterine  artery  on  the  right  side,  but  could  not  define  the 
uterus.  The  tumour  was  evidently  situated  in  the  left  broad 
ligament.  I  divided  the  peritoneum,  stripped  it  off  the 
tumour,  and  enucleated  the  latter.  The  uterus  was  then 
discovered  deeply  embedded  in  the  pelvis,  and  completely 
enveloped  in  the  tumour.  I  ligatured  the  uterine  arteries, 
and  divided  the  cervix.  I  experienced  some  difficulty  in 
stitching  the  pelvic  peritoneum  over  it  owing  to  the  extreme 
fatness  of  the  patient,  but  with  the  exercise  of  much  patience 
succeeded  in  neatly  doing  so.  The  patient  made  an  un- 
interrupted recovery,  and  left  the  hospital  about  three  weeks 
after  the  operation. 

Case  111. — L.  A.,  aged  43,  had  suffered  from  manor- 
rhagia  for  about  a  year,  and  it  had  much  increased  of  late, 
indeed  the  haemorrhage  was  often  alarming.  I  was  asked 
by  Shelmerdine  to  operate. 

On  examination  a  soft  tumour  the  size  of  a  cocoanut  wa> 
found  occupying  the  uterus ;  this  had  recently  increased  a 
good  deal  in  size. 

Operation. — On  January  6  I  performed  subperitoneal 
hysterectomy.  No  difficulty  presented  itself.  The  tumour 
proved  to  be  a  huge  submucous  myoma.     1  preferred 
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removing  the  whole  uterus  to  enucleatioiii  as  often  the 
latter  method  involves  considerable  haemorrhage,  and  in 
the  enfeebled  condition  in  which  the  patient  already  was, 
I  did  not  think  it  wise  to  run  the  risk  of  any  great  loss  of 
blood.  Moreover,  it  had  been  pointed  out  by  some  observers 
that  mono-tumours  were  occasionally  malignant. 

Presidential  Address. 

Gentlemen, — My  tenure  of  this  Presidential  Chair  has 
now  come  to  a  conclusion,  and  you  will  no  doubt  expect 
me  to  follow  the  usual  custom  and  say  a  few  words  by  way 
of  a  "  Farewell  Address." 

It  is  not  my  intention  to  occupy  your  time  with  a 
recapitulation  of  the  work  accomplished  during  the  past 
twelve  months  ;  you  will  find  it  all  recorded,  and  can  study 
it  for  yourselves  in  the  pages  of  our  most  excellent  Journal. 
We  have  listened  to  many  excellent  papers,  and  we  have 
seen  and  discussed  innumerable  specimens  of  the  greatest 
value  and  interest. 

To  give  you  even  a  brief  analysis  would  be  more  than 
the  time  at  my  disposal  would  permit,  and  to  mention  some 
to  the  exclusion  of  others  might  appear  somewhat  invidious  ; 
but  1  cannot  forbear  alluding  to  the  very  important  meet- 
ing of  the  Society  in  July  last.  That  meeting  I  consider 
constitutes  a  veritable  landmark  in  the  progress  of  Gynae- 
cology. On  that  occasion  the  paper  read  by  Dr.  Noble  of 
Philadelphia,  on  the  Complications  and  Degenerations  of 
Fibroid  Tumours  of  the  Uterus,  and  the  magnificent  and 
unique  collection  of  specimens  to  illustrate  these  various 
conditions,  kindly  brought  together  by  Dr.  Macnaughton- 
jones,  practically  settled  the  vexed  question  as  to  the 
necessity  for  operation  in  cases  of  fibroid  tumour.  No  one 
seeing  those  specimens  could  fail  to  be  convinced  of  the 
dangers  which  ever  threaten  and  attend  the  woman  who 
carries  with  her  a  tumour  of  the  uterus. 

It  is  a  matter  for  supreme  congratulation  that  the 
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operation  for  the  removal  of  these  tumours,  gradually 
evolved  in  the  course  of  .years,  and  mainly  by  the  labours 
of  this  Society,  has  now  attained  such  perfection  that  it 
can  be  employed  without  an  appreciable  risk. 

It  is  not  so  long  since  we  were  discussing  the  possibility 
of  a  5  or  lo  per  cent,  mortality,  and  now  our  results  are 
well  within  the  former  figure.  In  fact,  we  regard  the 
operation  with  little  more  anxiety  than  the  removal  of 
cystoma  of  the  ovary  and  expect  our  patients  to  conva- 
lesce as  quickly.  A  perfectly  true  saying  it  is,  that  no 
safer  tomb  or  burying  place  can  be  found  for  a  good 
paper  than  the  Journal  of  a  Society,  and  I  wonder  how 
many  of  our  Fellows  ever  look  through  their  old  Journals. 

In  the  year  1892,  just  ten  years  ago,  a  paper  was  read 
before  this  Society  by  Dr.  Heywood-Smith  on  Subperitoneal 
Hysterectomy,  and  although  at  the  time  the  results  of  the 
operation  were  far  from  good,  owing  chiefly  to  imperfect 
asepsis,  the  author  endeavoured  to  show  that  this  mode  of 
procedure  would  eventually  become  the  operation  of  the 
day.  How  completely  these  anticipations  have  been  fulfilled 
we  all  recognise,  and  the  author  must  look  back  with  a 
feeling  of  very  considerable  satisfaction  on  the  reading  of 
that  paper,  followed  as  it  was  by  the  most  unstinted  criticism 
from  this  Chair. 

The  various  steps  of  the  operation  are  known  to  you  all 
and  need  no  description  from  me.  I  would  only  offer,  on 
the  present  occasion,  a  few  hints  and  remarks  based  on  my 
own  personal  experience,  the  result  of  many  operations. 
The  operation  involves  very  considerable  detail,  and 
although  the  opening  of  the  abdomen  and  the  amputation 
of  the  tumour  need  not  in  a  favourable  case  occupy  a 
practised  hand  many  seconds,  yet  that  constitutes  but  a  very 
small  part  indeed  of  the  operation.  A  mere  display  of 
rapidity,  as  represented  by  the  cinematograph,  has  nothing 
whatever  to  commend  it  but  the  applause  from  the  gallery. 

When  the  tumour  has  been  raised  out  of  the  pelvis  and 
the  lower  segment  of  the  uterus  is  not  involved  in  thc^ 


Presidential  Address 


growth,  nothing  is  more  simple  than  to  find  the  af  teries  on 
either  side,  and  I  am  conservative  enough  to  prefer  to  see 
them  and  secure  them  with  a  trifle  of  silk,  to  any  process 
of  crushing  needing  for  the  purpose  a  special  instrument 
better  adapted  to  all  appearance  to  the  requirements  of 
the  veterinary  surgeon,  or  perhaps  the  farrier. 

Having  secured  the  ovarian  vessels  with  a  double 
ligature,  1  cut  between  them  and  extend  the  incision  as  far 
down  as  need  be  through  that  portion  of  the  broad  ligament 
which  is  free  from  vessels  and  then  carry  it  across  the  face 
of  the  tumour  to  the  opposite  side,  above  the  bladder,  which 
is  stripped  down  and  pushed  out  of  the  way.  The  uterine 
artery  is  then  secured  on  either  side  with  a  single  silk 
ligature  passed  as  close  to  the  cervix  as  possible,  and  a 
clamp  placed  over  the  ligature.  If  the  ligature  should  not 
have  secured  the  artery  efficiently,  the  clamp  will  do  so,  and 
it  further  enables  my  assistant  to  hold  the  stump  more 
securely  while  I  cut  away  the  tumour.  It  is  of  importance 
not  to  complicate  matters  by  the  use  of  unnecessary  liga- 
tures and  clamps — ^the  fewer  the  better. 

The  amputation  of  the  tumour  should  be  at  the  lowest 
level  possible.  The  reasons  for  this  are  obvious.  The 
stump  is  smaller  and  more  neat,  there  is  less  trouble  from 
haemorrhage,  and  the  trunk  of  the  artery  will  be  found 
secured  in  the  clamp  and  cut  below  the  point  at  which  it 
commences  to  divide  into  the  substance  of  the  uterus. 
There  is  no  necessity  to  strip  the  peritoneum  from  the 
back  of  the  uterus,  to  which  it  is  closely  adherent,  in  order 
to  make  a  posterior  flap.  1  bring  the  cut  edges  of  the 
stump  into  careful  apposition  with  deep  and  superficial 
sutures  of  chromicised  catgut  and  then  draw  the  anterior 
flap  and  the  bladder  well  over  the  face  of  the  stump  and 
fasten  it  with  a  continuous  suture  of  fine  catgut  from  one 
side  of  the  pelvis  to  the  other.  These  constitute  the  steps 
of  what  may  be  termed  a  straightforward  operation.  The 
size  of  the  tumour  does  not  necessarily  complicate  the 
operation,  but  difficulties  arise  when  the  tumour  cannot  be 
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raised  out  of  the  pelvis,  when  the  lower  segment  of  the 
uterus  is  enlarged  by  the  growth,  when  the  tumour  follows 
some  anomalous  course  and  burrows  under  the  pelvic 
peritoneum,  or  between  the  layers  of  the  mesentery  or 
meso-colon,  or  when  some  inflammatory  trouble,  generally 
due  to  co-existent  disease  of  the  appendages,  has  resulted  in 
endless  adhesions. 

The  resourcefulness  and  experience  of  the  operator  are 
then  put  to  the  test,  and  every  difficulty  has  to  be  met  as  it 
occurs.  It  may  be  the  restraining  bands  are  the  broad  and 
round  ligaments,  and  when  these  have  been  divided  and 
stripped  down  the  tumour  can  be  raised.  If  the  uterine 
arteries  can  be  secured  it  may  be  advantageous  to  remove 
the  upper  portion  of  the  tumour  before  dealing  with  the 
lower  segment.  On  several  occasions  1  have  successfully 
divided  the  lower  part  of  the  uterus  vertically,  either 
posteriorly  or  anteriorly,  and  have  thus  been  enabled  to 
enucleate  another  separate  tumour  from  the  cervical  region. 
Much  of  the  superfluous  capsule  can  afterwards  be  removed 
and  a  very  neat  stump  eventually  secured.  The  ureters  in 
this  operation  are  fairly  safe  when  the  bladder  has  been 
well  stripped  down  and  pushed  out  of  the  way.  At  any 
rate  it  has  been  my  good  fortune  not  to  have  experienced 
any  difficulty  in  this  respect,  although  on  more  than  one 
occasion  the  gaping  mouth  of  some  vessel  has  caused  a 
passing  anxiety.  If  discovered  at  the  time  1  believe  the 
simplest  and  safest  operation  is  to  fasten  the  end  into  the 
roof  of  the  bladder. 

All  the  steps  above  described  take  time,  but  I  am  sure 
it  is  not  wasted.  The  after  success  of  the  case  and  the 
future  comfort  of  the  patient  depend  not  only  upon  a 
complete  asepsis  which  I  take  for  granted,  but  also  upon 
the  perfect  fulfilment  of  all  those  minutiae  which  distinguish 
the  work  of  the  practised  operator.  A  line  of  suture  is  all 
that  remains  in  the  peritoneal  cavity  when  the  wound  is 
closed. 

And  now  a  very  important  part  of  the  operation  remains 
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to  be  completed — the  closure  of  the  abdominal  incision, 
which  in  these  cases  is  necessarily  a  long  one.  I  shall  briefly 
give  you  my  views  on  this  matter. 

The  strength  of  the  abdominal  parietes  depends  entirely 
upon  the  fascia  or  aponeurosis.  It  is,  therefore,  essential 
to  secure  an  accurate  adaptation  and  firm  union  of  the  cut 
margins  of  this,  the  middle  layer.  Any  failure  to  do  so 
inevitably  results  in  the  formation  of  a  hernia. 

You  must  bear  in  mind  that  the  aponeurosis  splits  to 
form  the  sheath  of  the  rectus  muscle  on  either  side.  In  the 
lower  two-thirds  of  its  extent  that  layer  is  strongest  which 
lies  in  front  of  the  rectus  muscle,  but  in  the  upper  third  the 
strongest  layer  lies  behind  the  muscle.  In  the  lower  two- 
thirds  the  peritoneum  is  separated  from  the  aponeurosis  by 
a  large  quantity  of  cellular  tissue  and  subperitoneal  fat, 
while  higher  up  and  above  the  level  of  the  umbilicus  this 
cellular  tissue  and  fat  disappear,  and  the  peritoneum  is 
closely  applied  to  the  fascia. 

Consequently,  I  adopt  a  different  mode  of  suturing  in 
these  two  regions.  In  the  lower  part,  which  is  invariably  the 
seat  of  hernia  when  it  occurs,  I  sew  the  three  layers,  peri- 
toneum, fascia  and  skin,  separately ;  first,  the  peritoneum 
with  a  continuous  suture,  then  the  fascia  with  interrupted 
sutures,  and  finally  the  skin  with  another  continuous  suture. 

In  the  upper  region,  when  there  are  only  two  layers, 
and  consequently  it  is  quite  unnecessary  to  make  a  third,  I 
suture  en  masse  with  silkworm  gut.  The  inner  layer,  com- 
posed of  peritoneum  and  fascia,  and  the  outer  layer  of  skin, 
are  in  the  nature  of  things  bound  to  unite,  and  no  better 
mode  of  suturing  can  be  desired. 

For  buried  sutures  I  always  employ  fine  chromicised 
catgut,  finding  from  experience  that  it  can  be  rendered 
perfectly  aseptic.  Moreover,  it  possesses  that  most  essential 
quality  for  a  buried  suture — it  lasts  sufliciently  long  to 
permit  the  tissues  to  become  firmly  united,  and  then  itself 
becomes  absorbed,  approximately  in  about  three  weeks' 
tune. 
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Since  adopting  this  mode  of  suturing  I  have  not  had  a 
single  case  return  with  a  weak  scar.  Silk  I  have  long  dis- 
carded, as  quite  unreliable.  At  the  present  time  I  have  a 
patient  under  observation  who  underwent  what  was  con- 
sidered a  brilliant  and  most  successful  operation  at  the 
hands  of  one  of  the  surgeons  at  Guy's,  and  who  two  years 
afterwards  is  still  engaged  in  trying  to  extract  the  bits. 

And  now  I  wish  to  say  something  on  the  subject  of 
the  repair  of  hernia  when  it  occurs  in  an  operation  scar. 
My  remarks  have  been  suggested  by  a  case  of  very  excep- 
tional interest  recently  brought  before  the  Society  by 
Dr.  Macnaughton-Jones.  He  adopted  the  novel  course  of 
closing  the  inner  layer  of  fascia  with  buried  sutures  of  wire. 

I  have  already  expressed  my  views  on  the  subject  of 
buried  sutures,  and  it  appears  to  me  contrary  to  all  the 
axioms  of  surgery  that  any  foreign  body  under  the  skin  or 
tissues  can  be  a  source  of  strength,  but  of  that  time  will  tell, 
and  the  ultimate  result  of  his  case  will  be  awaited  with 
interest.  In  repairing  a  faulty  scar  the  object  to  be  aimed 
at  is  the  restoration  of  the  parts  to  their  original  condition  ; 
to  find  and  bring  together  the  edges  of  the  middle  layer  or 
aponeurosis,  which  for  some  reason  have  failed  to  unite, 
and  have  retracted  and  become  shut  off  by  the  union  of 
the  peritoneum  with  the  skin,  these  two  layers  alone 
forming  the  covering  of  the  hernia. 

I  first  carefully  open  the  skin  at  its  thinnest  part,  taking 
care  not  to  injure  the  bowel,  which  is  often  adherent 
beneath.  The  hard  margin  of  the  opening,  easily  felt 
before  commencing  the  operation,  unaccountably  dis- 
appears, and  in  order  to  find  the  fascia  it  is  necessary  to 
carry  the  incision  upwards  and  downwards  through  the 
whole  extent  of  the  rupture  and  into  the  sound  structures 
beyond.  Here  the  aponeurosis  is  readily  discoverable,  and 
turning  the  flaps  up  I  divide  the  peritoneal  surface  with  the 
scissors  (those  used  for  the  perinaeal  operation  are  the  best), 
and  open  the  sheath  of  the  rectus,  starting  from  the  apo- 
neurosis in  the  lower  part  of  the  incision,  and  carrying  it 
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round  to  that  in  the  upper.  After  carefully  removing  all  old 
scar  tissue,  and  freshening  the  edges  of  the  aponeurosis,  I 
bring  them  together  with  chromicised  catgut  in  the  manner 
already  described.  I  have  had  good  results  and  some  of 
the  cases  are  still  under  observation. 

Gentlemen,  there  are  many  other  topics  of  equal  interest 
which  I  might  dwell  upon,  but  in  an  address  of  this  kind 
brevity  is  not  the  least  virtue.  It  remains  for  me  to 
thank  you,  one  and  all,  for  the  courtesy  and  kind  assistance 
you  have  always  afforded  me  in  carrying  out  my  Presi- 
dential duties.  My  term  of  office,  I  can  assure  you,  has 
been  one  of  the  most  sincere  pleasure  to  me.  It  has  been 
my  endeavour  to  maintain  the  good  social  feeling  which 
is  a  notable  feature  of  this  Society,  to  encourage  discus- 
sion, and  extend  more  widely  the  interest  taken  in  its  pro- 
ceedings. That  1  have  not  been  altogether  unsuccessful  is 
evidenced  by  the  good  attendance  at  our  meetings  through- 
out the  year,  and  I  must  take  this  opportunity  to  thank  our 
Provincial  Fellows,  who  at  great  trouble  and  inconvenience 
to  themselves,  have  done  so  much  to  contribute  to  the 
interest  of  those  meetings.  And  now,  I  have  a  suggestion 
to  offer.  I  wish  to  suggest  to  you  a  practical  way  in  which 
every  Fellow  may  show  his  interest  in  the  Society  and  do 
something  to  materially  promote  its  welfare,  and  that  is  by 
not  failing,  when  the  opportunity  presents  itself,  to  draw 
attention  to  the  valuable  work  this  Society  has  done  and  is 
doing,  and  the  welcome  that  is  always  extended  to  visitors 
and  younger  members  who  are  anxious  to  take  part  in 
the  proceedings.  From  one  cause  or  another,  removals, 
resignations,  deaths,  a  constant  drain  on  our  numbers  is 
always  taking  place,  and  numbers,  after  all,  constitute  the 
strength  and  backbone  of  a  Society,  and  render  its  hnancial 
position  secure.  If  each  Fellow  would  but  take  the  trouble 
to  do  this,  and  introduce  one  friend,  our  numbers  would 
be  exactly  doubled.  The  calculation  is  not  an  abstruse  one 
—1  commend  it  to  your  kind  consideration. 

And  now.  Gentlemen,  1  trust  that  all  shortcomings  on 
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my  part  during  the  past  year  will  meet  with  your  sympa- 
thetic indulgence.  Words  fail  me  to  express  how  deeply 
I  feel  the  great  honour  you  have  conferred  upon  me  in 
electing  me  to  this  Chair,  after  the  distinguished  member^ 
of  the  profession  who  have  already  filled  it,  and  now  I  am 
proud  to  hand  it  over  to  one  no  less  distinguished,  Dr. 
Halliday  Croom,  President  of  the  Royal  College  of  Surgeons 
of  Edinburgh. 

I  have  no  fear  that  the  future  of  this  Society  will  be 
marked  by  the  same  brilliant  record  of  success  which  has 
hitherto  attended  it,  and  while  his  eminent  position  and 
exalted  abilities  will  bestow  a  new  lustre  on  the  Society,  our 
proceedings  will,  I  am  sure,  not  fail  to  add  to  his  dignity 
and  renown. 

The  formal  business  included  the  election  of  Officers 
for  the  year,  a  complete  list  of  whom  will  be  found  at 
the  end  of  this  number  of  the  Journal. 
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ORIGINAL  COMMUNICATIONS. 

Gynecology  Abroad. 
By  H.  Macnaughton-Jones,  M.D.,  M.A.O.,  M.CIi. 

A  short  description  of  a  visit  paid  to  six  well-known 
Frauen  Kliniks  at  the  close  of  last  year  may  be  of  sufficient 
interest  to  the  readers  of  the  Journal  to  justify  the  absorp- 
tion by  me  in  its  pages,  of  the  space  the  Editor  has  kindly 
placed  at  my  disposal.  * 

MUNICH. 

The  Frauen  Klinik  at  Munich  is  a  comparatively  old  one. 
It  is  under  the  direction  of  Professor  v.  Winckel,  who  has 
with  him  five  assistants.    It  is  a  State  institution.    In  the 
obstetrical  department  there  are  about  1,300  births  per 
annum;  there  is  also  an  external  maternity  department, 
in  which  some  thousand  cases  are  attended  to.  Unfortu- 
nately during  my  stay  in  Munich,  Professors  v.  Winckel 
and  Amann  were  absent,  but  Dr.  Otto  Seitz  afforded  me 
every  facility  for  seeing  the  cases  in  the  klinik,  and  I  had 
the  privilege  of  being  present  at  some  rather  extensive 
plastic  operations  performed  by  Dr.  G.  Wiener,  the  senior 
aj^sistant.     Catgut  is  used  in  cceliotomy,  hysterectomy 
heing  carried  out  by  ligature.    Doyen's  forci-pressure  is 
not  resorted  to.     In  vaginal  hysterectomy  clamps  are 
employed   as  well  as  Paquelin's-  cautery,  followed  by 
Mituring    with    catgut.      Professor   v.    Winckel  alwa3rs 
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operates  by  supravaginal  hysterectomy  rather  than  pan- 
hysterectomy. Ligatures  are  altogether  relied  on  for 
haemostasis.  In  retro-deviations,  if  the  uterus  be  fixed, 
ventrofixation  by  abdominal  coeliotomy  is  performed;  if 
it  be  free,  vaginal  colpotomy  and  fixation  of  the  uterus 
near  the  fundus  to  the  peritoneum  of  the  bladder  is  re- 
sorted to. 

SCHOOL  FOR  MIDWIVES. 

Immediately  behind,  and  communicating  with  the 
Frauen  Klinik,  is  the  new  School  for  Midwives,  a  build- 
ing which  is  the  most  complete  of  its  kind  1  have  ever 
been  in.  It  has  cost,  I  believe,  nearly  a  million  kronen 
to  complete,  and  is  a  three-storied  building  with  a  base- 
ment. A  short  notice  of  it  may  be  interesting.  In  the 
basement  are  the  kitchens,  baths,  store-rooms,  engine-room, 
and  the  lift  machinery.  On  the  grcyind  floor,  rooms  for 
the  honorary  physicians  and  the  porters,  a  tea  room,  and 
four  large  rooms  for  the  students,  with  accommodation  for 
forty-five  of  the  latter.  In  the  centre  of  the  building  is  one 
large  staircase.  On  the  first  floor  there  is  one  large  obstet- 
rical ward  with  a  graduated  centre  platform  and  cemented 
walls.  There  are  also  three  large  adjoining  rooms,  with 
twenty-one  obstetrical  beds,  a  large  bath-room,  a  lecture 
hall,  and  another  tea-room,  with  rooms  for  the  manager, 
assistant  physician  and  head  midwife.  On  the  second  floor 
is  also  a  large  lecture-room  for  students,  a  room  for  the 
lecturer  to  prepare  for  lecture  ;  models,  instruments,  and  all 
necessary  appliances  for  demonstration  ;  also  a  fairly  large 
examination  room,  and  one  for  instruction  and  examina- 
tions, with  reading-rooms  for  the  physicians,  and  others 
for  the  attendants  and  servants.  There  are  here  also  isola- 
tion rooms  for  the  lying-in  patients.  On  the  third  floor  are 
a  room  for  keeping  the  records  and  details  of  all  cases 
entering  the  school;  pathological  rooms ;  two  anatomical 
rooms,  as  well  as  those  for  all  necessary  materials  used 
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in  the  school.  The  whole  building  is  provided  with  low- 
pressure  central  heat,  electric  light,  and  electric  ventilation.^ 
.There  are  two  courses  annually  of  four  months'  duration 
each.  The  forty-five  students  have  to  receive  permission  to 
study  from  the  State,  and  the  limits  of  age  are  from  20  to 
35,  the  necessary  qualifications  being  a  certain  knowledge 
of  ai'ithmetic,  good  reading  and  writing.  The  students  are 
restricted  from  any  operative  interference  save  in  breech 
cases.  The  material  for  instruction  is  obtained  from  some 
two  hundred  labours  in  each  course.  The  rules  for  the 
conduct  of  students  are  of  the  strictest  character.  They  are 
responsible  for  the  entire  cleanliness  of  the  building,  while 
they  have  rigidly  to  observe  certain  regulations  with  regard 
lo  their  letters,  extern  visits,  or  recreation.  Three  students 
are  permitted  to  attend  at  an  obstetrical  case.  These  are 
summoned  by  the  ringing  of  an  electric  bell,  and  under 
certain  conditions  the  whole  dormitory  is  in  the  same 
manner  notified.  Each  woman  in  labour,  having  once 
entered  the  hospital,  is  taken  to  the  preparing  room,  and 
immediately  seen  by  the  physician  and  the  head  midwife. 
No  student  is  allowed  to  undertake  an  internal  examination 
^ave  in  the  presence  of  one  of  the  Staff,  and  precise  notes  of 
the  case  and  its  progress  have  to  be  taken  by  the  student  in 
attendance.  Should  there  be  any  breach  of  the  rules  on  the 
part  of  students,  they  are  first  reprimanded ;  a  second 
breach  is  followed  by  a  still  more  severe  reprimand,  and 
a  third  by  dismissal,  against  which  there  is  a  right  of  appeal 
to  the  State. 

This  is  but  a  bare  sketch  of  one  of  the  most  perfect 
medical  institutions  that  we  can  well  conceive  of.  The 
character  of  the  training,  the  severity  of  the  rules  im- 
posed on  the  students,  the  extensive  course  of  instruction, 
with  the  necessity  for  passing  the  periodical  practical  tests 
by  examination  until  the  final  examination,  the  whole 
surroundings  of  the  building  in  which  they  are  trained, 


'  Complete  plans  of  this  building  are  in  the  author's  hands. 
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as  well  as  the  very  strict  limitation  from  any  assumption 
of  responsibility  outside  their  sphere  as  midwives,  afford 
the  greatest  guarantee  against  the  registration  by  the  State 
of  a  quasi-educated  or  meddlesome  midwife.  1  have  thus 
particularly  noted  this  educational  institution  in  view  of 
recent  discussions  on  the  Midwives'  question. 

Each  student  at  the  close  of  her  career  becomes  a 
certificated  midwife,"  each  certificate  being  signed  by  the 
director  of  the  hospital,  the  assistant,  and  the  government 
official.  Every  two  years  she  has  to  pass  a  short  test  exami 
nation  by  the  State  physician,  and  her  practice  is  stricth 
limited  to  what  are  termed  "straightforward  cases." 

PRIMARY  SARCOMA  OF  THE  VAGINA.* 

Apropos  of  a  case  of  primary  sarcoma  of  the  vagina 
which  I  recently  brought  before  the  Society,  and  a  few 
notes  of  which  appear  elsewhere  in  this  issue  of  the 
Journal  (p.  284),  I  may  refer  to  a  paper  Dr.  Otto  Seitz*  has 
written  recently  on  this  subject,  with  some  valuable  statis- 
tics which  show  the  comparative  rarity  of  the  disease.  Of 
8,287  cases  of  cancer  in  Paris  only  fourteen  were  priniar>' 
vaginal  carcinoma.  Much  rarer  still  is  vaginal  sarcoma. 
In  1872  the  first  case  was  published,  and  up  to  1899  there 
had  been  32  cases  recorded.  With  regard  to  the  seat  ot 
vaginal  sarcoma  in  adults,  in  fifteen  cases  it  occurred  in  the 
anterior  wall  and  in  the  posterior  w^all  in  ten.  Of  twenty- 
seven  patients,  ten  were  under  31,  six  under  40,  and  two 
over  60,  while  one  was  76,  and  another  82  years  of  age. 
Cohnheim  thought  that  the  degeneration  was  due  to  a 
microbe  remaining  from  the  embryonic  state.  This  might 
be  possible  in  children,  but  not  in  adults.  It  is,  however, 
more  likely  to  be  started  by  some  local  irritation.  Its  cir- 
cumscribed form  in  adults  has  been  mistaken  for  fibroma, 


'  Uberprimares  Schtidensarkom. 

'  Erwticksener  {LymphendoiJkeiiema),  by  Von  Otto  Seitz,  Munchen 
{Gynakologie  No.  103). 
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fibromyoma,  cysts,  or  sloughing  polypus.  When  ulceration 
has  occurred,  it  has  been  mistaken  for  carcinoma,  tubercle, 
and  syphilis.  Unfortunately,  advice  is  usually  sought  too 
late  for  complete  removal.  There  are  only  three  known 
cases  of  complete  cure.  The  author  gives  most  interesting 
information  as  regards  the  pathological  features  of  the 
disease  as  it  has  occurred  in  the  various  cases  recorded. 

DURATION  OF  PREGNANCY. 

Professor  v.  Winckel  has  lately  written  an  interesting 
paper  on  the  duration  of  pregnancy,  from  which  some 
deductions  and  facts  are  of  interest.  Ahlfeld  and  Schlich- 
tung  have  calculated  the  first  pregnancy  from  the  wedding 
day  at  269*9 1  269-84  days  respectively  ;  others  at  272  to 
275  days,  and  Schlichtung  gives  a  lower  limit  of  236  days, 
and  the  upper  of  334  days,  whereas  Issmer,  of  Munich,  out  of 
1,298  pregnancies  found  that  6*4  per  cent,  lasted  300  days. 
The  following  were  some  of  the  factors  influencing  the 
duration  :  Increased  number  of  pregnancies  ;  the  age  of 
the  woman,  there  being  an  increase  up  to  the  age  of  35  ;  the 
type  of  menstruation — Schroeder  and  Issmer  differ  from 
Pinard  in  regarding  short  intervals  of  menstruation  as  pre- 
disposing to  prolongation  of  pregnancy.  So  far  as  sex  of 
child  is  concerned,  the  duration  appears  to  be  somewhat 
greater  for  boys  than  for  girls.  Heredity  may  influence  the 
duration,  the  social  condition  and  time  of  year  also  appear 
to  affect  the  duration,  the  pregnancies  from  October  to 
March  being  longer  than  those  from  April  to  September, 
while  the  duration  was  longer  in  strong  and  fair  women 
than  in  weak  and  dark  ones,  while  increased  length  and 
weight  of  the  child  appeared  to  lengthen  the  duration  of 
pregnancy,  in  the  same  paper  Professor  v.  Winckel  gives 
i>omc  interesting  statistics  as  regards  the  length  and  weight 
of  newly-born  children,  from  which  it  would  seem  that  the 
children  of  young  mothers  are  not  so  well  developed  as 
those  of  older  ones,  and  that  the  children  of  multipara; 
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weigh  more  than  those  of  primipara;.   Issmer  estimates  that 
a  length  of  six  centimetres  increases  the  duration  of  preg- 
nancy by  about  nineteen  days,    v-  Winckel  divides  intci 
four  groups  the  views  of  authorities.    For  example^  Klein- 
wachter,  Charpentier,  Zweifel,  and  Schauta  do  not  believe  in 
the  prolongation  of  human  pregnancy.    S^xinger,  Kormann, 
Gusserow,  fix  the  upper  limit  at  from  300  to  302  days.  The 
third  group  gives  the  upper  limit  as  308  days,  while  the 
fourth  fixes  it  at  320  days.    As  regards  the  relative  frequency 
in  the  birth  of  boys  and  girls,  in  Dresden  and  Munich  there 
were  two  and  a  quarter  times  as  many  boys  born  as  girk. 
The  Japanese  have  fixed  the  duration  of  pregnancy  for  a 
primipara  at  300  days,  and  in  multipara  275  days,  the  rever>e, 
it  will  be  seen,  of  the  opinions  just  stated.    In  Turkey,  a 
child  born,  after  the  woman  is  widowed  or  divorced,  between 
the  seventh  month  and  two  years  is  legitimate.    The  code 
Napoleon  fixed  the  upper  limit  at  300  days  ;  in  Prussia  it  ^ 
302,  and  in  some  Swiss  cantons  308. 


KUPTITRE  OF  PREGNANT  UTERUS. 

Another  interesting  recent  paper  of  Professor  v.  Winckel  - 
is  that  in  which  he  discusses  the  indications  for  closing  thr 
rent  in  a  ruptured  pregnant  uterus.  The  question  ans:> 
out  of  the  cases  reported  by  Schaffer,  Richter,  Zamperel!.. 
Klein,  Riedinger  and  Dohrn,  five  in  all,  in  which  the  rci:i 
healed  without  suture,  the  vagina  having  been  plugged,  and 
the  abdomen  compressed  by  a  belt.  v.  Winckel  had  a  ca>^ 
of  this  nature  himself,  and  Therard,  Nissen,  Winter,  dnd 
Hintze  did  not  use  sutures.  All  the  cases  recovered  exccy 
that  of  Winter,  v.  Winckel,  however,  does  not  lean  to  ih« 
side  of  non-suture.  He  quotes  eleven  cases,  nine  of  whicl 
recovered.  In  these  the  abdominal  incision  w*as  not  clo^ 
after  the  extraction  of  the  child,  the  view  t>eing  that  thu 
we  are  better  able  to  estimate  how  the  uterus  is  progressinj 
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Looking  to  the  three  operations,  Porro,  abdominal,  and 
vaginal  total  extirpation,  he  cites  the  results  in  ten  cases 
of  Porro  in  which  there  were  only  two  deaths,  v.  Winckel 
does  not  favour  total  extirpation,  nor  does  he  advise 
drainage.  Should  the  foetus  be  only  partially  expelled 
through  the  rent  Professor  v.  Winckel  extracts  it  and  the 
placenta  per  vias  uaturales,  repairing  the  rent  by  a  ccelio- 
loniy,  but  if  the  foetus  be  completely  expelled  he  performs 
coeliotomy  and  extracts  it,  ligaturing  the  vessels  first,  then 
placing  a  row  of  muscle  sutures,  covering  these  by  the 
peritoneum  with  continuous  catgut  suture.  The  abdominal 
cavity  is  then  thoroughly  cleansed  and  the  abdominal  wall 
sutured  in  layers. 


THE  JOSEPHINUM. 
WERTHEIM'S  OPERATION. 

On  October  9  I  visited  the  Klinik  of  Professor  Gustav 
Klein,  at  the  Josephinum.  It  is  a  small  but  beautifully 
arranged  private  hospital,  and  nothing  could  be  more 
complete  than  all  the  arrangements.  The  nursing  is 
done  by  Roman  Catholic  Sisters.  The  small  operation 
theatre  is  perfect  in  all  its  details,  everything  in  the 
shape  of  an  appUance  being  in  a  room  adjoining.  His 
results  must  be  good,  for  although  I  am  not  able  to  give 
statistics  1  learned  from  Frau  Dr.  Lehman  that  "during  the 
last  three  years  she  could  only  recall  three  cases  that  ended 
fatally,  of  all  those  operated  upon  in  the  klinik."  I  had  the 
advantage  of  seeing  Professor  Klein  perform  panhysterec- 
tomy, with  ablation  of  portion  of  the  vagina,  for  carcinoma 
of  the  uterus,  by  Wertheim's  method.  The  patient  was 
41  years  of  age,  married,  two  pregnancies,  her  most  urgent 
symptom  being  haemorrhage.  The  feature  of  the  operation 
was  the  laying  free  of  the  two  ureters  from  the  fourth 
lumbar  vertebra  to  the  bladder.  These  were  carefully 
isolated,  and  recognised  by  the  peristaltic  wave.  They 
were  then  separated  from  the  uterine  arteries,  which  were 
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ligatured,  and  the  pan-hysterectomy  proceeded  with.  Care- 
ful search  was  made  for  any  carcinomatous  lymph  glands, 
but  these  were  not  found  anywhere,  not  even  on  the 
posterior  pelvic  wall.  The  peritoneum  was  united  by  n 
continuous  catgut  suture,  being  closed  above  the  vagina, 
which  was  not  united,  and  was  drained  with  iodoform 
gauze.  There  was  no  rise  of  temperature  subsequently,  the 
union  was  primary,  and  the  patient  left  the  klinik  on 
October  31.  The  pathological  report  proved  the  degenera- 
tion to  be  a  malignant  adenoma  about  the  size  of  a  lemon. 

This  certainly  was  a  most  complete  and  perfect  opera- 
tion, performed  in  a  most  masterly  manner.  1  am  indebted 
to  Frau  Dr.  Lehman  for  the  complete  notes  of  the  case. 

ANCIENT  GYNAECOLOGICAL  WORKS. 

Professor  Klein  has  a  most  interesting  and  rare  collec- 
tion of  old  medical  authors,  several  of  which  I  had  the 
privilege  of  seeing.  Amongst  those  most  interesting  to  a 
gynaecologist  are  the  earliest  anatomical  illustrations  (of 
which  he  has  the  first  published) »of  Johannes  de  Kethara, 
the  first  edition,  published  in  1491,  and  other  editions 
which  contain  the  first  illustrated  descriptions  of  the  female 
internal  genital  organs,  and  of  the  pregnant  womb  ;  a  work 
on  anthropology  by  Magnus  Hundt,  with  a  description  of 
the  womb,  after  Galen  ;  several  editions  of  the  works  of 
Eucarius  Roesslin  on  pregnant  women,  as  well  as  the 
works  of  Andreas  Vesalius  (1543).  The  Professor  has  in 
hand  a  descriptive  summary  of  his  collection,  which  will 
appear  before  long. 

PRAGUE. 

Those  who  have  not  visited  Prague  can  have  no  idea 
of  its  picturesqueness,  or  its  romantic  associations  and 
traditions. 

Its  Frauen  Klinik  is  splendidly  situated,  being  included 
in  the  Krankenhaus,  which  is  placed  on  elevated  ground 
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overlooking  the  valley  of  the  Moldau,  in  which  this  old 
historic  and  most  interesting  of  cities  lies.  It  is  one  of 
the  mosti  if  not  the  most,  perfectly  constructed  kliniks  I 
have  ever  been  in,  and  so  complete  in  its  arrangements 
that  I  think  it  may  interest  readers  of  this  Journal  to  see 
the  plans  of  its  construction,  as  in  the  erection  of  any 
modern  hospital  for  women  attention  to  the  details  shown 
in  them  is  essential  (page  330).  As  will  be  seen,  it  is 
divided  into  the  ground  floor  and  two  storeys,  commu- 
nicating by  a  lift.  On  the  ground  floor  there  are  two 
w^ards;  on  the  first  four  and  on  the  second  three,  the 
largest  being  on  the  second  floor.  They  are  well  lighted, 
warmed  and  ventilated.  On  the  ground  floor  is  the 
ambulatorium  for  out-patients,  the  museum,  the  histological 
laboratory,  the  general  operating  and  lecture  theatre,  and 
that  for  coeliotomy  operations,  with  the  sterilising  room 
adjacent.  The  bacteriological  laboratory  is  on  the  first 
floor,  and  on  both  there  are  bath  rooms  and  sleeping 
rooms  for  nurses  and  also  for  assistants.  What  1  missed, 
and  which  would  be  essential  as  an  addition,  was  the 
Rontgen  ray  room,  that  in  any  modern  hospital  should 
be  placed  in  close  contiguity  to  the  operating  or  lecture 
theatre,  as  in  the  kliniks  of  Professors  Zweifel'  and  Tren- 
delenburg at  Leipzig. 

PROFESSOR  SANGER. 

The  illness  of  Professor  Sanger,  which  commenced 
suddenly  in  the  operating  theatre  some  time  since,  has 
unfortunately  deprived  the  klinik  of  his  services,  his  place 
being  supplied  by  Dr.  Kleinhans,  Privat  Docent,  to  whom, 
with  the  principal  assistant.  Dr.  Schenk,  I  was  greatly 
indebted  during  my  stay.  Professor  Sanger's  enforced 
absence  is  deeply  regretted,  and  in  every  direction  in 
Germany  the  warmest  sympathy  is  expressed  for  the  dis- 
tinguished gynaecologist  whose  brilliant  work  and  personal 
qualities  had  secured  for  him  so  eminent  and  honoured 
a  position. 
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Fig.  I. — Plan  of  the  Prague  Frauea  Klinik. 


Gynecology  Abroad  331 


ASEPSIS. 

The  asepsis  is  very  complete.  At  the  time  of  operation 
the  temperature  of  the  theatre  is  about  100'  F.  The 
anaesthetised  patient  is  prepared  nude,  the  abdomen  and 
thighs  being  subjected  to  a  thorough  washing  with  aseptic 
soap,  perchloride  and  alcohol,  and  finally  ether.  Closed 
warm  sterilised  drawers  are  drawn  over  the  lower  extremi- 
ties, and  then  in  three  divisions  the  body  is  covered  with 
sterilised  muslin,  an  aperture  being  cut  in  the  centre  or 
abdominal  piece.  1  now  supplement  these  with  a  sterilised 
Bannel  jacket  which  buttons  behind  and  can  be  readily 
removed  from  the  patient  after  operation.  The* ends  of 
the  three  coverings  are  nipped  together  by  light  clamps 
or  sponge-holders,  the  weight  of  which,  as  they  are 
suspended  from  the  table,  keeps  them 
in  position.  The  woman  is  thus  com- 
pletely protected  by  sterilised  cover- 
ings from  the  head  to  the  feet.  Caps, 
as  in  most  German  kliniks,  are  worn 
by  the  operator  and  assistants.  I  saw 
here  most  convenient  nickel  baskets 
made  by  Haertel,^  of  Breslau,  and 
which  I  now  use  myself.  The  baskets, 
which  can  be  taken  straight  from  the 
steriliser,  open  by  the  action  of  a  pedal, 
and  contain  the  different  compresses 
and  dressings  required  for  operation. 

Fig.  2.— Pedal  Basket  for 
Sterilised  Dressings,  &c. 

COLLiCTIN. 

In  making  the  abdominal  toilet,  over  the  first  dressing 
a  layer  of  "  colla^tin  "  is  applied  to  the  abdomen,  trimmed 
to  fit  at  the  groin.    It  is  a  thin  zinc  plaster,  most  adhesive, 


'  George  Haertel,  Albrechtstrasse  42. 
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on  white  material,  and  forms  an  absolutely  impermeable 
covering.  This  also  I  have  used  in  several  cases,  and  find 
it  a  most  admirable  addition  to  the  toilet. 

Dr.  Kleinhans  is  a  most  deliberate  and  dexterous 
operator.  In  a  case  of  retro-deviation  with  stenosis  of 
the  Fallopian  tubes  and  cystic  ovaries,  he  performed 
Olshausen's  operation.  The  round  ligaments  were  folded 
on  themselves  and  stitched  to  the  peritoneum  in  front,  the 
ovaries  having  been  resected  and  salpingostomy  performed. 
This  is  his  operation  of  selection  during  the  child-bearing 
period  if  there  be  adnexal  complications.  He  closes  the 
abdomen  with  the  triple  layer  of  suture,  using  silk  cat- 
gut and  silkworm  gut. 

Elephantiasis  of  the  labium. — (Plate  III.,  Fig.  i.)  There 
are  a  great  number  of  most  interesting  specimens  in  the 


Fig.  3.— Elephantiasis  Vulvae.    Ablated.  Recovery. 


museum,  especially  of  various  forms  of  ectopic  gestation. 
A  few  of  these  Dr.  Hengge  and  I  photographed  for  the 
purpose  of  this  article.  One  of  interest  was  that  of  ele- 
phantiasis of  the  right  labium,  in  a  patient,  aged  42,  who 
had  borne  three  children.    Five  years  before  the  growth 


PLATE  III. 


Adnexal  Tumour,  (Pyo-Salpinx),  Incorporated  with  the  Uterine  Wall ;  Vaginal  Hysterecto»«" 
(Dr.  Kleinhans,  Professor  Sanger's  Klinik,  Prague).    Page  333. 


PLATE  IV. 


Fig.  I. 

Uterus  afTected  with  Deciduoma  Malignum.  (Dr.  Kleinhans,  in  Professor 

Prague.)    Page  333. 


r*s  Klinik, 
H.  M.-J. 


Fig.  II. 

Uterus  with  Myoma— Hysterectomy.     Dr.  Kleinhans,  in  Professor  Singer's 
Klinik,  Prague.)    Page  333. 

H.  M..J. 
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was  removed  she  had  noticed  a  wart  on  the  right  labium 
majus,  which  gradually  developed  into  the  large  nodular 
tumour  which  is  shown  in  the  photograph.  It  finally 
involved  the  entire  of  both  labia,  growing  to  the  size  of  a 
child's  head.    It  was  removed,  and  recovery  was  perfect. 

Our  President,  Dr.  Halliday  Croom,  has  recorded  an 
interesting  case  shown  in  this  drawing.  The  measurements 
under  anaesthesia  were — antero-posterior,  12  inches  ;  lateral, 
6  inches ;  vertical,  6  inches.  The  tumour  was  successfully 
removed,  and  the  cure  has  been  complete. 

Case  of  PyO'Salpinx  Incorporated  with  the  Uterus. — (Plate 
IV.,  Fig.  2).  This,  as  may  be  seen  by  the  photograph, 
was  a  very  rare  form  of  adnexal  tumour.  The  pyo-salpinx, 
divided  into  loculi,  was  incorporated  with  the  wall  of  the 
uterus,  forming  a  complete  section  across.  The  patient 
was  aged  38,  a  primi-para.  She  had  suffered  from  metritis 
and  pelvic  peritonitis.  The  tumour  was  removed  by  pan- 
hysterectomy, performed  through  the  abdomen.  She  re- 
covered, with  a  uretero- vaginal  fistula,  which  necessitated 
later  on  extirpation  of  the  left  kidney. 

Endometritis  after  Abortion — Deciduoma  Malignum. — 
(Plate  IV.,  Fig.  i).  There  was  also  a  specimen  of  con- 
siderable interest.  The  patient  was  aged  33.  Catamenia 
ceased  for  four  months,  when  she  aborted,  after  which 
for  seven  months  a  yellow  discharge  stained  with  blood 
continued,  associated  sometimes  with  the  appearance  of 
what  she  termed  "  lumps,"  followed  by  severe  metror- 
rhagia. She  was  then  curetted,  and  decidual  cells  were 
discovered  by  the  microscope.  For  some  time  the  haemor- 
rhage ceased,  but  three  months  after  the  curettage  it 
became  necessary  to  remove  the  uterus  by  pan-hysterectomy 
on  a  confirmed  diagnosis  of  deciduoma  malignum.  This 
patient  recovered. 

Myoma  with  Pregnancy. — (Plate  IV.,  Fig.  2).  The  photo- 
graph shows  the  tumour  with  the  ovum  in  the  lower 
segment  of  the  uterus.  The  patient  was  37,  a  multipara, 
the  last  labour  having  taken  place  three  and  a  half  years 
previously.     Irregularity  of  the  catamenia  in  the  first 
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instance,  followed  by  severe  haemorrhage,  were  the  prin- 
cipal symptoms.  The  uterus  was  removed  by  supra- 
vaginal.  amputation,  the  tumour  being  about  the  size  of 
the  fcetal  head.   She  made  a  good  recovery. 

Tubal  Pregnancy. — ^The  other  specimen  is  that  taken 
from  a  patient  aged  29,  who  had  two  previous  labours,  her 
last  occurring  five  years  previously.  For  six  weeks  after  the 
last  period  there  was  a  continuous  drain,  and  pain  in  the 
hypogastria  .  and  lumbar  region.  A  diagnosis  of  tubal 
pregnancy  with  myoma  having  been  made,  pan-hyste- 
rectomy was  perforaied,  and  the  uterus,  with  the  adnexa  and 
haematocele,  was  removed. 

DRESDEN. 

The  Frauen  Klinik  at  Dresden  is  a  comparatively  old 
building,  forming  a  rather  strong  contrast  to  the  one  I  had 
just  left  at  Prague.  The  present  operating  theatre  is  an 
old  one,  and  not  up  to  the  standard  of  a  modern  installation 
in  many  respects. 

I  went  over  the  entire  klinik  with  Dr.  W.  H.  Vogt 
(whose  attention  to  me  while  in  Dresden  I  desire  to 
acknowledge  here)  and  the  results  in  all  cases  then  in  it, 
obstetrical  and  gynaecological,  were  very  good.  There 
is  a  splendid  Frauen  Klinik  in  the  course  of  completion 
in  connection  with  the  new  Krankenhaus,  which  is  being 
built  at  the  other  and  more  open  side  of  Dresden. 

Professor  Leopold  is  an  early  worker,  and  a  most 
energetic  teacher.  Each  morning  at  seven  o'clock,  before 
the  gynaecological  operations  take  place,  he  discusses  any 
abnormal  obstetric  cases  that  have  occurred  the  previous 
day,  and  also  after  his  laparotomies  or  vaginal  operations 
gives  an  exposition  of  the  steps  of  the  operation,  and  the 
reasonis  for  adopting  the  particular  method,  as  well  as  the 
indications  for  interference.  His  four  steps  of  examina- 
tion of  pregnant  women  are  well  known.^ 

^  Archiv  fur  Gyndkologiey  Bd.  xlv.,  Hft.  2.  "  Die  Leitung  der 
regelmdssigen  Geburten  nur  durch  dussere  Untersuchung^  von  Professor 
Leopold  und  Dr.  Sp^rlin. 


PLATE  V 


Fig.  I. 

Interstitial  Tubal   Pregnancy  in  Myomatous  Uterus — Hysterectomy.     (Dr.  Kleinhans, 
in  Professor  Sanger's  Klinik,  Prague.)    Page  334. 

H.  M.-J. 


Fig.  II. 

Carcinomatous  Uterus  with  Adnexa.    (Removed  by  Pan- Hysterectomy —Dr.  Kleinhans,  in 
Professor  Stinger's  Kltnik,  Prague.) 

H.  r 
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method  to  that  in  which  the  separate  layers  are  united,  and 
claims  that  he  has  no  more  hernial  complications  with  this 
than  with  the  other  plan.  As  regards  the  after  treatment 
of  his  cases,  for  the  first  five  days  they  get  bouillon  and 
black  coffee,  after  this,  until  the  eighth  day,  a  thicker  soup 
is  given,  and  they  do  not  get  more  substantial  food  until 
after  the  latter  day.  Castor  oil  is  given  on  the  seventh 
day,  and  dressings  are  not  changed  until  the  eighth  day. 

AMPUTATION  AND  TRANSPLANTATION  OF  THE  BREAST. 

In  a  case  of  amputation  of  the  breast  Professor  Leopold, 
having  widely  extirpated  the  affected  gland,  and  the  axillary 
glands  at  the  left  side,  in  a  rather  corpulent  patient,  rapidly 
dissected  up  the  right  breast,  raising  it  from  its  bed  and 
pulling  it  forcibly  to  the  left  side,  transplanted  it  to  the  raw 
surface  left  after  the  amputation,  and  fixed  it  there  by 
sutures.  Whenever  possible  he  prefers  this  method  in 
dealing  with  a  carcinomatous  breast. 

RAPID  DILATATION  OF  THE  CERVIX  IN  DELIVERY. 

Professor  Leopold,  in  a  case  of  contracted  pelvis  l)efore 
performing  cephalotripsy,  used  Professor  Bossi's  instru- 
ment for  rapid  dilatation  of  the  os  and  the  cervix.  The 
patient  had  an  internal  conjugate  of  seven  centimetres,  and 
there  was  a  double  promontory.  In  about  twenty  minutes 
the  dilatation  was  sufficiently  complete  to  admit  of  the  per- 
foration of  the  head,  and  the  application  of  the  cephalotribe. 
The  case  was  a  very  difficult  one,  but  delivery  was  success- 
fully completed  in  some  forty  minutes  from  the  time  the 
interference  began.  Everything  was  conducted  with  a 
scrupulous  regard  to  aseptic  precautions.  In  this  case  the 
pelvic  measurements  were  :  spine  to  pubes,  22i  cm.,  crests, 
25cm.,  trochanters,  29  cm.,  and  the  external  conjugate  18 
cm.,  the  pelvis  being  of  the  rachitic  type. 

The  nature  of  the  instrument  is  shown  in  the  drawing, 
the  branches  or  blades  being  grooved  so  as  to  prevent 
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slipping  in  the  cervical  canal.  By  the  peculiar  construc- 
tion of  the  instrument,  which  works  on  pivots,  the  screw 
moves  the  three  branches  synchronously.  Without  enter- 
ing into  the  details  of  the  mechanism,  it  is  sufficient  to  say 
that  when  its  wheel  handle  is  rotated,  it  can  be  opened 
slowly  to  8  centimeti-es,  and  there  is  a  pointer  which 
by  showing  on  a  quadrant  the  movement  of  a  pivot, 
indicates  the  extent  to  which  the  branches  are  separated. 
In  a  note  by  Dr.  Guiseppe  Zirolia^  to  the  Medical  Academy 


Fig.  5.— The  Bossi  Dilator. 


of  Genoa  (April  30,  1901),  the  advantage  of  the  Bossi 
method  is  described  in  a  case  in  which  the  induction 
of  premature  labour  by  the  Krause  method  was  tried. 
Dilatation  to  centimetres  was  effected  after  forty-eight 
hours,  and  though  the  process  by  catheter  and  tampon 
was  repeated  for  five  days,  dilatation  beyond  2  centimetres 


^  Professor  L.  M.  Bossi,  Sulla  Dilatazione  Meccanica  Immediata  del 
Collo  delP  Utero  nel  Campo  Ostelrico  Annalt  di  Ostetricta  e  Ginecologta^ 
1900. 
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could  not  be  eflFected.  Professor  Bossi  then  applied  in 
his  klinik  his  four-branch  dilator,  and  in  nineteen  minutes 
dilatation  to  8  centimetres  was  effected  without  breaking 
any  membrane,  or  any  lesion  occurring  in  the  cervix. 
"  We  may  say,  then/'  says  Dr,  Guiseppe  Zirolia,  "  that  we 
have  obtained  an  instrument  by  means  of  which,  during 
dilatation,  we  insure  the  integrity  of  the  cervix,  and  the 
presentation,  in  the  presence  of  any  complication."  Dr. 
G.  de  Paoli,*  of  the  University  of  Genoa,  cites  a  case  of 
eclampsia  in  which  he  commenced  to  use  the  Bossi 
dilator  at  5  p.m.,  and  in  twenty  minutes  the  membranes 
were  ruptured  and  a  Simpson's  forceps  applied.  In  another 
case  of  eclampsia  the  dilator  was  applied  at  8.20  p.m.,  and 
at  8.41  a  dilatation  of  8  centimetres  was  reached.  The 
membranes  were  ruptured,  and  Simpson's  forceps  applied. 
Many  other  cases  of  a  similar  nature  have  been  recorded. 
It  is  important  to  remember  that  there  should  be  thorough 
narcosis  and  careful  disinfection  of  the  genitalia  when  this 
method  of  dilatation  is  employed. 

In  a  third  case*  the  os  and  cervix  were  so  resistant  that 
it  was  with  the  greatest  difficulty  that  the  closed  branches 
were  introduced.  Four  minutes  after  their  introduction  the 
gradual  dilatation  was  proceeded  with,  and  the  child  was 
delivered  within  five  minutes. 

It  would  appear  that  of  the  obstetric  cases  treated  in  the 
Dresden  Klinik,  25  per  cent,  have  contracted  pelvis,  and 
hence  the  necessity  for  frequent  induction  of  labour,  which 
is  always  done  by  the  bougie  method.  The  position  of  the 
placenta  is  determined  beforehand.  A  complete  history  of 
every  obstetric  case  is  kept,  with  a  record  every  three  hours 
of  the  progress  of  the  presenting  part,  the  character  of  the 
pains,  and  the  foetal  heart  tones.  No  effort  is  made  to 
expel  the  placenta  for  an  hour  after  the  delivery  of  the 
child,  but  a  midwife  is  placed  in  charge  for  the  hour,  and 


•  '  Archivio  di  Obstetricia  e  Ginecologia  Anno  8  1901,  n  9. 
*  Ibid, 
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she  maintains  slight  compression  on  the  fundus  uteri  with 
her  hand,  reporting  if  anything  abnormal  occurs. 

Gonorrhoea  is  also  a  common  complication,  some  lo 
per  cent,  of  those  admitted  suffering  from  this  affection. 

LEIPZIG. 

I  shall  not  easily  forget  my  visit  to  Leipzig,  from 
the  kindness  and  hospitality  I  received  at  the  hands  of 
Professors  Zweifel  and  Trendelenburg,  and  the  courteous 
attention  paid  me  by  the  assistants  at  the  two  kliniks. 

One  misses  at  Leipzig  the  art  of  the  Pinatotheks 
and  Glyptothek  of  Munich,  the  picture  galleries  and 
museums  of  Dresden,  the  ancient  architecture  and  the 
antiquities  of  Prague,  with  all  the  latter's  picturesque 
surroundings  and  historic  associations,  but  we  are  recom- 
pensed by  its  marvellous  musical  genius,  the  splendid 
architecture  and  decorations  of  its  new  buildings,  with  its 
wonderful  "  Buchhandlerhaus  "  and  its  Museum,  with  much 
more  that  is  of  interest  in  this  great  University  town,  where 
Napoleon  met  one  of  his  most  serious  and  bitter  reverses. 

Professor  Zweifel  held  last  year  the  distinguished  post 
of  rector  of  Leipzig  University,  one  of  the  largest  in 
Germany,  founded  in  1410,  attended  by  3,500  students  of 
dififerent  faculties,  and  any  visitor  to  his  klinik  will  meet 
with  such  a  welcome  as  must  make  him  feel  com- 
pletely at  home.  The  Frauenklinik,  a  comparatively  new 
building,  is  the  second  largest  in  Germany,  the  number 
of  obstetrical  beds  being  100,  and  of  gynaecological  60. 
The  number  of  women  delivered  in  1901  in  the  klinik  was 
1,500,  and  the  frequency  with  which  Caesarean  section  has 
to  be  performed  may  be  estimated  from  the  fact  that  Pro- 
fessor Zweifel  has  operated  98  times  during  his  attach- 
ment to  the  klinik.  In  his  four  assistants,  Drs.  Fiith, 
Glockner,  Bretschneider,  and  Zangemeister,  he  has  able 
lieutenants.  There  were  180  students  attending  the  klinik 
when  I  was  in  Leipzig.    This  old  Frauenklinik  has  seen 


Fig.  6.— Plan  of  First  Floor  of  Frauenklinik  and  one  side  of  the  Building. 
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many  vicissitudes  in  location,  having  begun  its  first  work 
in  1810.  In  1892  the  present  splendid  building  was 
opened.  It  is  somewhat  V-shaped,  having  two  wings, 
with  a  large  central  portion  containing  the  lecture-rooms 
and  operating  theatres,  with  a  fine  staircase,  into  which 
open  the  corridors  for  the  wards. 

Its  shape  and  construction  may  be  gathered  from 
the  plan  of  the  first  storey  (page  340).  This  is  reserved 
exclusively  for  accouchements,  and  the  second  for  gynae- 
cological cases.  There  is  a  large  amphitheatre  for  lecturing, 
and  on  either  side  of  it  are  rooms  for  photography  and  the 
Rontgen  rays,  the  theatre  being  provided  with  a  movable 
shutter  for  lantern  purposes.  There  is  a  fine  operating 
theatre  provided  with  tiled  walls,  and  an  arrangement  for 
steaming  and  flushing  it  out  completely  with  water,  while 
it  is  beautifully  lighted.  The  patient  is  disinfected  in  an 
adjoining  room,  where  anaesthetisation  is  carried  out.  The 
whole  building  is  heated  by  hot  water  pipes,  the  venti- 
lation in  the  wards  being  very  complete;  the  air  of  the 
operating  theatre  is  supplied  warmed  and  filtered.  Under- 
neath are  large  kitchens.  There  is  a  bacteriological  labora- 
tory and  museum,  with  a  separate  building  for  disinfection 
and  sterilisation.    The  whole  edifice  is  fireproof. 

As  in  the  other  University  Frauenkliniks,  the  State 
requires  the  Professor  Director  to  live  in  the  klinik,  but 
provides  him  with  a  separate  house,  which  in  Professor 
Zweifel's  case  is  an  exceptionally  fine  one,  attached  to  the 
main  edifice.  The  Professor  gives  instruction  to  students 
every  morning  at  eight  o'clock,  and  at  nine  the  operations 
commence.  1  can  only  briefly  refer  to  some  of  the  points 
that  struck  me  in  his  methods.  Asepsis  is,  as  usual  in 
Germany,  very  complete,  the  preparation  of  the  patient 
being  very  thorough.  Professor  Zweifel  operates  sitting 
at  the  end  of  the  table,  both  in  abdominal  and  vaginal 
coeliotomies,  in  the  same  manner  as  Professor  A.  Martin, 
not  adopting  the  Trendelenburg  position.  I  must  say, 
however,  that  in  myomectomies  or  pan-hysterectomies, 
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indeed  in  abdominal  cases  generally,  I  think  this  places 
the  operator  at  a  considerable  disadvantage.* 

SUTURES  AND  LIGATURES. 

The  Professor  is  quick  and  deft  of  hand.  For  sutures 
and  ligatures  he  uses  cumol  gut  and  chromicised-cumol 
gut.  The  latter  is  prepared  in  the  following  manner :  It 
is  wound  on  a  glass  plate  with  ground  edges,  so  as  not 
to  cut  it.    It  is  next  placed  in  chromic  solution  for  fifteen 


Fig.  7.— Zwcifel  Needles. 


minutes  (i  in  1,000),  and  then  washed  in  water.  It  is  a 
second  time  for  fifteen  minutes  placed  in  the  chromic 
solution,  and  dried  at  a  temperature  of  So**  C.  It  is  then 
made  into  rolls  and  subjected  to  100°  C.  This  drying  must 
be  complete.  It  is  then  placed  in  cumol  for  an  hour  and 
a  half,  at  a  temperature  of  160"  C.  It  is  now  put  into 
benzine  of  petroleum  with  a  sterilised  forceps,  and  the 
benzine  is  changed  once  (after  half  an  hour).  It  is  finally 
placed  in  sterilised  glasses,  and  is  ready  for  use.  He  has  a 
special  suture  which  is  known  as  the  "  Zweifel  suture."  It 
is  made  with  two  needles,  one  handled  and  curved,  the 
other  short  and  blunt  with  one  end  split  to  hold  the  suture 
(fig.  7).    There  are  two  principal  forms  of  suture.  One,  a 


*  The  disinfectant  in  use  in  the  klinik  for  the  hands  is  the  ethylene 
diamine  mercuric  citrate,  which  is  preferred  to  mercuric  perchloride  by 
reason  of  its  greater  power  of  penetration  and  less  injurious  action  on  the 
skin  of  the  hands.  It  is  weaker  than  perchloride,  3  in  1,000  being  equal 
to  I  in  1,000  of  the  perchloride.  Chemisch  Fabrik^auf  actien  (£. 
Schering,  Berlin). 


Gynacology  Abroad 


343 


simple  continuous  suture,  is  made  as  follows  :  The  silk  or 
gut  having  been  fixed  in  the  straight  blunt  needle  (fig.  7) 
and  the  curved  one  threaded  from  its  concave  side,  the  end 
of  the  silk  with  the  handle  of  the  needle  is  secured  by  the 
hand. 

The  concave  needle  is  carried  through  the  two  layers  of 
peritoneum  (fig.  8,  Nos.  i  and  2)  and  the  straight  short 


Fig.  8. 


needle  in  the  left  hand  on  the  other  side  is  passed  through 
the  loop  that  is  formed  (fig.  8,  No.  2).  The  needle  is  then 
withdrawn  while  the  threads  are  pulled  on  equally  (fig.  8, 
No.  3).  In  this  way  the  two  surfaces  of  the  peritoneum  are 
joined,  and  so  proceeding  up  the  wound  a  lateral  continuous 
suture  is  rapidly  made  (fig.  9,  Nos.  4  and  5).    In  the  second 


Fig.  9. 

kind  of  suture,  the  first  three  steps  are  the  same  as  in  that 
just  described,  but  after  the  curved  needle  has  been  brought 
back,  and  before  it  pierces  the  tissue  again,  the  short  needle 
is  carried  under  the  thread  at  that  side,  and  brought  to  the 
other  side  (fig.  10,  Nos.  7,  8,  9),  and  again  the  steps  are  the 
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same  as  in  the  first  instance.  This  method  is  continued, 
giving  a  series  of  locked  stitches  (fig.  ii,  Nos.  lo  and  ii), 
much  on  the  principle  of  those  made  with  a  sewing 
machine.  A  space  of  a  centimetre  and  a  half  is  left 
between  the  stitches.  Professor  Zweifel  uses  this  latter 
suture  for  the  skin.  He  does  not  use  it  for  the  fascia, 
which  he  closes  with  an  interrupted  suture. 


Fig.  II. 


VAGINAL  HYSTERECTOMY  AND  PAN-HYSTERECTOMY. 

Both  in  vaginal  hysterectomy  and  pan-hysterectomy,  and 
in  myomectomy,  Professor  Zweifel  uses  a  special  clamp, 
the  nature  of  which  can  be  readily  understood  from  the 
illustration.  This  clamp  is  made  in  two  sizes.  The  smaller 
he  employs  as  a  haemostatic  forceps,  using  it  for  tempo- 
rary control  of  vessels,  its  crushing  power  at  the  blades 
having  been  mathematically  proved  to  be  multiplied  three 
times  by  the  mechanism  shown  in  the  figures.  It  cer 
tainly  is  a  most  perfect  compressing  forceps,  most  useful 
in  arresting  bleeding  from  superficial  vessels,  as  in  the 
Alexander-Adams  and  plastic  operations.  The  larger 
clamp  he  uses  much  after  the  fashion  of  Doyen's  instru- 
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ment.  It  is  applied  at  either  side  to  the  broad  ligaments, 
close  to  the  uterus,  and  from  what  I  saw  of  its  action 
appears  to  exert  quite  sufficient  crushing  power  if  left  on  for 
a  few  minutes  to  completely  arrest  all  bleeding  ;  but  the 
operator  does  not  trust  to  it  alone,  using  a  PaqueHn's 
cautery  to  the  divided  surface  and  resorting  to  ligatures  of 
chromicised  cumol  gut.    The  most  characteristic  feature  of 


Fk;.  12. — Zweifel*s  Broad  Ligament  Clamp  and  small  Haemostatic  Forceps.' 

Professor  Zweifel's  hysterectomies,  whether  abdominal  or 
vaginal,  are  his  use  of  the  cautery  in  addition  to  the  liga- 
ture, and  the  pressure  clamp  I  have  described.  Certainly 
his  operations  are  very  bloodless,  and  are  performed  with 
a  view  rather  to  complete  security  from  bleeding  than 
rapidity  of  execution.  In  his  vaginal  operation  he  closes 
the  peritoneum  and  turns  out  the  stumps  into  the  vagina 

*  The  drawing  of  the  small  forceps  is  out  of  proportion  as  compared 
^ith  the  clamp,  that  in  the  text  being  about  half  the  natural  size. 
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in  the  same  manner  as  does  Professor  Leopold.  In  supra- 
vaginal hysterectomy  I  saw  him  perform,  he  enucleated  the 
large  tumour  from  its  capsule,  and  then  proceeded  to  secure 
the  round  and  the  broad  ligaments.  In  ligaturing  vessels 
he  generally  employs  a  double  ligature  ;  in  sewing  the  peri- 
toneum he  employs  the  continuous  suture  I  have  already 
described,  and  in  closing  the  skin  the  second  variety  of 
the  same.  In  closing  the  abdominal  wound,  independ- 
ently of  other  sutures,  he  first  passes  three  or  four  deep 
gut  sutures  through  all  the  structures  save  the  skin,  using 
the  needle  shown  (fig.  13). 


ALEXAXDEK-ADAMS  OPERATION. 

In  performing  the  Alexander-Adams  operation,  having 
carefully  isolated  the  external  abdominal  ring,  with  the 
external  oblique  aponeurosis,  and  separated  the  round 
ligament,  the  anterior  wall  of  the  canal  is  divided  for  its 
entire  extent,  and  the  internal  opening  is  exposed  after 
division  of  the  processus  vaginalis.  The  round  ligament  is 
now  well  separated,  and  drawn  forwards,  and  secured  by  a 
gut  ligature  to  the  oblique  aponeurosis.  It  is  then  tied,  and 
the  divided  end  is  turned  up  under  the  oblique  muscle.  All 
divided  vessels,  arterial  and  venous,  are  secured.  Professor 
Zweifel  lays  considerable  stress  on  ligaturing  the  veins, 
which  anticipates  the  chance  of  a  vulvar  thrombus,  or 
haematoma.  The  wound  is  closed  with  catgut,  and  a  small 
drain  is  inserted.  He  resorts  to  the  Alexander-Adams 
operation  in  all  cases  of  mobile  retro-deviated  uterus. 
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In  pueri>eral  peritonitis,  and  in  post-operative  peritonitis, 
ice  is  applied  to  the  abdomen,  and  this  appears  to  be  a 
favourite  treatment.  It  is  adopted  by  Professor  Schultze, 
of  Jena,  where  I  saw  some  cases  under  treatment  by  this 
method.  The  latter  surgeon  gives  stimulants  freely  in 
puerperal  peritonitis. 

A  new  and  convenient  -  sized  ovariotomy  trocar  of 
Koberle,  which  I  saw  in  Leipsig,  is  worth  noticing.  The 
hooks  for  catching  the  cyst  wall  are  concealed  until 
required.    Its  construction  can  be  seen  from  the  drawing. 


krOnig's  and  menge's  clinik  :  celloidixzwirn. 

Professors  Kronig  and  Menge  work  in  the  Klinik 
in  which  Professor  Sanger  operated  before  going  to 
Prague.  Professor  Kronig  was  unfortunately  suffering  from 
a  severe  accident  to  his  shoulder  joint  at  this  time,  but 
I  had  the  pleasure  of  seeing  Professor  Menge  operating, 
and  here,  for  the  first  time,  I  saw  the  new  non-absorbable 
cclloidinzwirn  "  used  for  sutures.  It  is  a  very  strong  white 
thread  of  cotton  impregnated  with  celloidin.  It  has  the 
advantage  over  silk  of  cheapness  and  power  of  resistance 
to  heat  sterilisation.  The  celloidin  increases  greatly  the 
strength  of  the  thread.^  It  was  first  recommended  by 
Dr.  T.  Braun,  and  is  prepared  in  exact  accordance  with  his 
instructions  by  Schaedel^  of  Leipzig.  It  must  be  boiled  or 
sterilised  by  steam  before  use  and  then  kept  in  perchloride 


Fig.  14. — Kdberle's  Ovariotomy  Trocar. 


*  Miincfun,  med.  Wodienschrifty  Nos.  15  and  16. 

•  Alexander  Schaedel,  Reichstrasse  14*  Leipzig. 
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solution.  It  can  be  used  both  for  superficial  and  deep 
sutures  and  ligatures.  Not  having  the  elasticity  of  silk  too 
great  a  strain  must  not  be  put  on  it  in  tying. 

KRONIG  CUMOL  GUT. 

The  Kronig  cumol  gut  I  have  now  used  in  several 
abdominal  operations.  It  has  answered  admirably.  The 
process  by  which  it  is  prepared  is  that  of  Professor  Kronig, 
and  this  is  carried  out  exactly^  in  Dronke's  Fabrik  in 
Cologne.  This  is  described  fully  in  the  Munchener  viedi- 
cinischen  Wochcnschrifi^  No.  44,  1901.  Save  in  the  instance 
of  the  very  large  thicknesses  of  gut,  which  may,  in  order 
to  soften  them,  be  first  dipped  in  sterilised  water  or  per- 
chloride  solution,  this  gut  is  used  direct  from  the  boxes. 
It  can  be  had  in  eight  sizes.  At  the  same  time,  save  for 
the  convenience  of  obtaining  it  ready  to  hand,  and  without 
the  necessity  of  preparation,  I  do  not  think  that  it  possesses 
any  great  advantage  over  the  gut  that  I  have  been  using 
for  five  years,  namely,  that  prepared  by  Martin's  method 
with  mercuric  perchloride,  oil  of  juniper,  and  alcohol,  by 
the  process  which  I  have  already  fully  described  in  this 
Journal.  Professor  Menge  performs  the  Alexander-Adams 
operation  very  much  in  the  same  manner  as  Professor 
Zweifel.   He  completely  closes  the  wound,  without  drainage. 

PROFESSOR  TRENDELENBURG'S  KLINIK. 

The  most  perfectly  arranged  klinik  I  have  ever  been 
in  is  that  of  Professor  Trendelenburg  at  Leipzig.  He  is 
not  forgetful  of  the  days  spent  in  the  Edinburgh  School, 
of  which  he  has  a  high  opinion,  associating  it  as  he  does 
with  the  names  of  Lister  and  Cheyne.  Owing  to  his 
kindness  I  had  a  long  and  interesting  demonstration  of 
various  radiographic  specimens  and  also  of  photographs, 

*  It  is  sterilised  and  sent  out  in  hermetically  sealed  boxes  ready  for 
use  (Dronke's  Catgut  Handlung  Koln  a  Rh.}. 
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of  which  he  possesses  a  splendid  collection.  These  were 
demonstrated  by  a  magnificent  new  instrument  of  Zeiss, 
placed  in  the  centre  of  the  lecture  amphitheatre.  This  is 
an  exceedingly  fine  lecture  room,  replete  with  everything 
that  modern  science  can  suggest,  capable  of  being  rapidly 
darkened  by  rolling  shutters  for  demonstrative  purposes. 
At  either  side  of  it  are  the  photographic  and  Rontgen  ray 
rooms,  and  close  adjoining  is  the  coeliotomy  theatre,  while 
in  the  large  corridor  that  skirts  it  behind  are  the  cases 
for  Rontgen  and  other  clinical  photographs,  and  every- 
thing necessary  for  the  complete  surgical  armamentarium. 
The  building  is  a  comparatively  new  one,  and  it  is  not 
to  be  wondered  that  its  construction  is  one  of  which 
the  Leipzig  School  is  justly  proud.  Professor  Trendelen- 
burg attends  in  the  klinik  every  morning  at  9  o'clock, 
demonstrates,  holds  clinical  examinations,  and  operates 
before  his  class.  His  method  of  teaching  is  exhaustive 
and  most  complete  in  the  thoroughness  with  which  he 
goes  through  each  case.  I  saw  him  perform  one  most 
interesting  transplantation  operation  in  a  woman  of  some 
70  years  of  age ;  there  was  a  large  angioma  quite  filling 
Scarpa's  space.  This  was  rapidly  dissected  up,  and  the 
whole  of  the  fascia  removed,  with  any  glands  as  far  as 
the  femoral  ring.  A  large  flap  of  skin  with  a  fairly  broad 
base  was  then  transplanted  from  the  abdomen  on  to  the 
raw  surface,  and  fixed  there.  The  abdominal  surface  was 
afterwards  covered  by  large  Tiersch  grafts.  I  have  since 
learned  from  Professor  Trendelenburg  that  the  patient  left 
the  hospital  well,  but  that  there  has  been  a  return  of  the 
growth.  In  abdominal  operations  he  still  uses  his  original 
table,  which  revolves  on  a  central  axis  and  is  readily  placed 
at  any  desired  angle. 

HALLE. 

The  Frauen  Klinik  at  Halle  is  another  fine  building,  and 
admirably  situated  in  an  elevated  portion  of  the  town,  close 
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to  the  Krankenhaus.  I  went  round  it  with  Professor 
Bumm,  who  gave  me  every  information  as  to  the  nature  of 
the  cases  then  in  the  hospital,  and  the  results  of  the  opera- 
tions. The  Professor  is  peculiarly  courteous  and  affable, 
and  spared  no  pains  to  afford  every  information  on  any 
matter  which  arose  during  my  visits  to  the  klinik. 

IDEAL  ASEPSIS. 

Were  I  asked  to  say  to  which  klinik  I  have  at  any  time 
visited  I  would  accord  the  palm  for  the  most  perfect  asepsis, 
I  think  that  I  should  reply  to  that  of  the  Frauen  Klinik  at 
Halle.  A  skilled  and  experienced  assistant,  thoroughly  versed 
in  the  preparation  of  the  patient,  has  entire  charge  of  the 
conduct  of  the  aseptic  details.  These  are  carried  out  in  the 
adjoining  room,  at  a  temperature  of  loo*"  degrees.  The 
entire  abdomen,  genitals  and  thighs  are  freely  lathered  and 
u'ashed  over  several  times  with  antiseptic  soap,  and  when  the 
abdomen  has  been  finally  prepared,  the  woman  is  covered 
much  after  the  manner  in  vogue  at  Prague,  with  the  excep- 
tion of  the  operative  area,  with  aseptic  dressings.  Rubber 
or  cotton  gloves  are  used  in  the  preparation,  and  the  former 
are  also  employed  by  the  operator  and  assistant,  during  the 
entire  operation.  Being  thus  prepared,  the  patient  is  rolled 
into  the  laparotomy  room. 

Professor  Bumm  uses  in  the  abdominal  toilet  the  triple 
suture,  that  for  the  skin  being  made  with  bronze  aluminium 
wire.  This  wire  is  made  in  several  sizes,  and  can  be  used 
for  interrupted  or  continuous  suture.  I  have  now  used  it 
on  several  occasions  for  skin  suture,  either  continuous  or 
interrupted,  and  have  found  it  admirable.  It  causes  no 
irritation,  and  need  not  be  removed  from  twelve  to  four- 
teen days. 

ABDOMINAL  AXD  VAGINAL  HYSTERECTOMY. 

Of  several  operations  1  saw  performed  at  the  klinik,  the 
few  1  wish  to  refer  to  are  abdominal  and  vagina  pan- 
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hysterectomy.  Professor  Bumm  operates  only  by  total 
hysterectomy,  and  does  not  perform  the  supra-vaginal 
operation.  As  I  saw  it  completed  at  his  hands,  I  might  say 
it  was  practically  bloodless.   The  steps  were  as  follows  :— 

In  the  first  place  there  was  thorough  disinfection  of  the 
vagina,  all  the  folds  being  rubbed  with  sublimate  solution. 
(In  some  instances  the  vagina  is  incised  posteriorly,  and 
Douglas'  pouch  opened,  the  bladder  being  pushed  aside. 


Fk;.  15.— Six  Pairs  of  Kocher's  Forceps         Fio.  16  — Kocher's  Forceps, 
applied  to  the  divided  Broad  Ligament 
(Buixim). 


and  any  bleeding  vessels  ligatured  by  catgut ;  or,  a  sound 
is  passed  into  the  posterior  fornix  of  the  vagina,  and  main- 
tained there  by  a  gauze  tampon.) 

The  development  of  the  myoma  being  homocentric,  the 
tube  and  ovary  of  the  left  side  were  drawn  towards  the 
uterus,  and  two  Kocher's  forceps  were  applied,  and  the 
ligament  divided  between  the  two  ;  the  same  step  was  taken 
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at  the  opposite  side.  Only  a  few  minutes  were  thus 
occupied.  Two  other  pairs  of  forceps  were  applied,  these 
reaching  to  the  superior  margin  of  the  bladder,  and  the 
peritoneum  situated  between  these  divided  obliquely  towards 
the  uterus.  The  advancing  finger  having  pushed  the  ureter 
aside,  the  uterine  artery  was  freed,  and  in  turn  clamped 
with  forceps.  Thus  at  either  side  there  were  six  pairs  of 
Kocher's  forceps,  the  uterus  now  being  attached  only  to 
the  fornix  vagina.  A  finger  of  an  assistant  was  next 
passed  into  the  vagina,  and  the  anterior  fornix  was 
divided.  (Should  Douglas'  pouch  have  been  opened,  this 
is  done  through  the  aperture.) 

A  fourth  pair  of  clamps  took  in  the  lateral  parts  of  the 
vagina  and  folds  of  Douglas,  and  the  uterus  was  now  com- 
pletely removed,  with  the  lateral  clamps  attached  to  it. 
The  wound  was  then  sewn  over,  and,  following  this  step, 
ligaturing  of  the  broad  ligaments  was  completed  at  either 
side  from  above  down.  The  first  clamp  being  removed, 
the  ligament  was  compressed  between  the  thumb  and  fourth 
finger ;  ligation  was  made  with  thin  catgut.  The  second 
pair,  containing  the  round  ligament,  were  then  removed, 
and  the  ligatures  applied  ;  next,  those  used  for  closing  the 
arteries  and  veins,  and  lastly  those  holding  the  vagina  and 
the  folds  of.  Douglas.  Some  twenty  minutes  were  occupied 
from  the  time  of  the  making  of  the  abdominal  incision  to 
the  removal  of  the  uterus,  prior  to  the  application  of  the 
ligatures.  Lastly,  the  obliquely  running  wound  in  the 
pelvic  peritoneum  was  closed  by  a  continuous  suture  from 
its  superior  angle  across  to  that  of  the  other  side.  The 
vagina  was  tamponned  loosely  with  gauze.  The  abdomen 
was  closed  with  a  triple  layer  of  suture,  that  of  the  skin 
being  made  with  bronze  aluminium  wire. 

Vaginal  Hysterectomy. — Professor  Bumm  operates  on 
interstitial  and  submucous  myomas,  or  sub-serous  (when 
developed  in  the  pouch  of  Douglas),  by  vaginal  hyste- 
rectomy, assuming  that  they  are  of  suitable  size  and 
sufficiently  accessible.   The  favourable  conditions  are  a 


PLATE  VI. 


Fine  section  of  uterus,  hardened  with  picric  acid,  alcohol  and  coUoidin — and  cut  with  a 
large  microtome — patient  aged  30,  carcinomatous  uterus  in  3rd  month  of  pregnancy,  showing 
decidua,  and  amniotic  sac  ruptured.  Stained  with  carmine.  Vaginal  Hysterectomy ;  Recovery. 

Section  by  Dr.  Urfoy,  in  Prof.  Bumm's  Klinik — Halle. 

H.  M.-J. 
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wide  vagina,  the  cervix  being  easily  drawn  down,  and  the 
inferior  pole  of  the  myoma  readily  reached.  The  pre- 
liminary steps  of  incision  of  the  cervix,  freeing  of  the 
bladder,  and  opening  up  of  the  pouch  of  Douglas  having 
been  completed,  an  incision  is  made  from  the  seat  of  the 
fibroma,  whether  in  the  anterior  or  posterior  wall  of  the 
cervix,  to  the  inferior  pole  of  the  tumour  in  the  middle  line. 
Two  strong  clamp  forceps  are  then  applied  to  the  margins 
of  the  incision  ;  the  fibroma  is  next  shelled  out  with  the 
finger,  and  the  freed  portion  is  drawn  down  and  the 
enucleation  continued  until  the  whole  tumour  is  removed. 
The  uterus  thus  diminished  in  size  is  without  any  difficulty 
dislodged  and  removed.  There  may  be  some  delay  in  the 
enucleation,  but  as  a  rule  there  is  none.  Should  the 
complete  removal  of  the  tumour  by  the  vagina  prove 
impossible,  the  mixed  operation  is  completed  and  abdo- 
minal cceliotomy  performed.  After  the  uterus  is  removed, 
silk  or  thick  gut  is  employed  for  ligaturing  the  broad 
ligaments.  His  more  recent  operation  consists  of  division 
of  the  cervix  in  the  middle  line  and  morcellement,  exposure 
of  the  uterus,  the  securing  of  the  broad  ligaments  by  small 
clamps  and  their  severance,  with  removal  of  the  uterus  by 
the  application  of  the  ligatures  from  above  down  on  either 
side  (lateral  to  the  clamps)  four  to  six  ligatures  being 
required.  All  the  ligature  ends  are  cut  short,  and  the 
peritoneum  of  the  bladder  and  Douglas  are  drawn  to  the 
angle  of  the  wound  and  sewn  there,  while  the  peritoneum 
is  closed  from  one  side  to  the  other,  and  the  oblique  wound 
in  the  vagina  is  also  closed  by  a  continuous  suture. 


LARGE  POST-OPERATIVE  ABDOMINAL  HERNIA. 


Arising  out  of  a  discussion  on  a  case  of  large  post- 
operative hernia  brought  before  the  Gynaecological  Society 
by  me,  Prof.  Bumm  went  into  the  question  of  closure  of 
large  abdominal  hernia.    He  considers  it  a  matter  of  in- 
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difference  whether  the  incision  be  made  through  the  Hnea 
alba  or  the  muscle.    The  peritoneum  is  sutured  separately, 


cial  margins  has  to  be  obtained,  with  complete  separa- 
tion of  the  rectus  sheath  from  the  muscle.  He  divides 
the  outer  margin  of  the  rectus  muscle  so  as  to  relieve  the 
tension  in  bringing  the  fascial  margins  together.  He  lays 
special  stress  on  flexion  of  the  trunk  while  suturing  the 
fascial  margins  in  a  longitudinal  direction.  Referring  to  a 
case  in  which  the  apertures  were  large  enough  to  take  in  the 
fist  (the  sequence  of  a  hysterectomy  completed  by  the  extra- 
peritoneal method,  and  the  suppuration  of  the  abdominal 
wall  after  laparotomy),  the  sac  was  incised,  and  the  margins 
of  the  fascia  brought  together  with  the  greatest  difficulty. 
After  a  year  the  patient  returned  with  a  protrusion,  the 
fascia  being  greatly  stretched,  so  much  so  that  it  was  not 
possible  to  draw^  the  margins  together.  She  was  prepared 
for  a  second  operation,  and  the  hernial  sac  was  opened  and 
removed.  The  operation  was  performed  with  the  patient  in 
a  half-sitting  posture,  the  margins  of  the  fascia  being  thus 
approximated.  It  was  then  sutured,  and  complete  healing 
followed.  The  important  point  was,  taking  advantage  oj 
the  Jiexed  position  of  the  body  in  order  to  relax  the  fascial 
margins  in  these  cases  of  large  apertures. 

1  may  here  mention  that  in  the  case  of  the  patient 


Fir..  17.— -I^rge  Double  Post -Operative 
Hernia  (Bumm). 


and  catgut  is  used  for  the 
muscles,  continuous  su- 
ture being  employed  in 
both  instances.  Silkworm 
gut  is  chosen  for  the  fascia 
or  the  linea  alba,  the  great 
point  being  careful  adjust- 
ment of  the  fascia.  Bronze 
aluminium  wire  is  used 
for  the  skin,  thus  avoid- 
ing any  interference  of 
the  wound  for  three  wrecks. 
Free  mobility  of  the  fas- 
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operated  upon  by  me,  I  have  learned  recently  that  the 
cure  has  been  most  complete,  and  that  she  is  perfectly  well. 
In  another  case  in  which  there  was  a  hernial  protrusion, 
congenital  in  its  origin,  extending  from  the  external  abdo- 
minal ring  upwards  and  outwards  for  some  six  inches,  I 
closed  the  hernia,  having  opened  the  sac  and  returned  the 
bowel  by  drawing  the  rectus  muscle  with  the  sheath  well 
outwards,  and  anchoring  it  to  Poupart  and  the  aponeurosis 
of  the  external  oblique  by  mattress  sutures  in  the  manner 
described  by  Kelly.  The  division  in  the  weakened  portion 
of  the  abdominal  wall  was  closed  in  the  same  manner,  some 
six  mattress  sutures  of  silver  wire  being  buried,  and  silk- 
worm gut  used  for  the  skin.  This  was  some  years  ago,  and 
the  patient  has  never  had  any  trouble  since  the  operation. 
I  mention  the  case  as  there  appears  to  have  been  a 
doubt  on  the  part  of  some  Fellows  who  were  present  at 
a  meeting  of  our  Society,  in  October,  as  to  the  prudence  of 
using  so  much  buried  silver  wire,  but  the  instances  are  too 
numerous  to  require  mentioning  in  which  buried  silver 
sutures  answer  admirably,  and  are  attended  with  no 
injurious  consequences. 

PREGNANCY  WITH  CARCINOMA. 

I  am  indebted  to  Professor  Bumm  for  the  interesting 
pathological  section  shown  in  the  plate.  The  case  was  that 
of  a  woman  suffering  from  commencing  carcinoma  of  the 
cervix,  with  pregnancy.  Vaginal  hysterectomy  was  per- 
formed. There  has  been  complete  recovery.  The  uterus 
was  preserved  in  picric  acid  with  alcohol,  and  then  com- 
pletely imbedded  in  colloidin,  the  section  being  made  with 
a  large  microtome. 

JENA. 

Professor  Schultze's  Klinik  at  Jena  is  an  old  one,  con- 
taining 27  beds  for  obstetric,  and  44  for  gynaecological 
cases,  with  40  for  the  staff  and  students.  Notwithstanding 
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the  disadvantages  of  a  not  "  up-to-date  "  hospital,  evidence 
of  the  work  I  saw  in  going  round  with  Professor  Schultze 
showed  that  it  was  good.  1  saw  all  the  gynaecological  cases 
then  in  the  wards,  the  beds  of  which  were  full.  There 
were  a  number  of  coeliotomy  cases  recovering.  The  Pro- 
fessor takes  a  pride  in  the  excellence  of  his  celluloid  rings, 
which  he  rapidly  converts  into  his  figure-of-eight  pessary 
for  retroversion.  They  certainly  are  the  lightest  and  best 
celluloid  rings  I  have  ever  seen,  and  do  not  contain  any 
wire.  He  uses  two  kinds  of  spoon  forceps  for  the  removal 
of  small  intra-uterine  adenoma  or  fibro-myomata.  He 
considers  that  these  small  growths  are  much  more  fre- 
quently the  cause  of  menorrhagia  and  endometritic  discharges 
than  is  generally  supposed.  These  forceps  are  used  after 
previous  full  and  carefully  antiseptic  dilatation  of  the  uterine 
canal.  Practically,  they  cut  or  punch  out  the  growth,  and 
are,  he  maintains,  much  more  efficient  than  curettage.  He 
has  also  devised  an  ingenious  intra-uterine  irrigating  catheter. 
It  is  contrived  so  that  the  walls  of  the  uterine  canal  are 
dilated  when  the  catheter  is  in  use,  thus  providing  for  free 
reflow  of  the  fluid. 

Professor  Schultze,  in  performing  abdominal  coeliotomy, 
uses  both  clamp  and  ligature,  and  this  applies  also  to  vaginal 
coeliotomy,  allowing  the  clamps  to  remain  when  necessary. 
He  gives  the  preference  to  enucleation  of  a  myoma  when- 
ever possible,  and  prefers  the  supravaginal  to  the  panhyste- 
rectomy method.  Silkworm  gut  is  used  through  the  whole 
thickness  of  the  abdominal  parietes  enclosing  the  wound, 
as  in  the  Zweifel  method,  the  ends  being  left  free.  A 
continuous  catgut  suture  closes  the  peritoneum,  the  fascia 
is  sutured  separately,  and  now  the  through-and-through 
silkworm  gut  sutures  are  tied  and  some  superficial  ones 
of  the  same  material  passed  between  them.  He  does  not 
remove  the  silkworm  gut  sutures  until  the  third  week. 

In  the  Obstetric  wards  I  found  eclampsia  was  treated  by 
the  induction  of  free  diaphoresis,  warm  baths,  packs,  and 
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injections  of  chloral  through  the  rectum.^  In  some  extreme 
instances  Caesarean  section  is  performed.  In  puerperal 
fever  he  commences  by  thorough  disinfection  of  the  uterus 
by  free  irrigation  with  lysol  or  an  alcoholic  solution  of 
weak  perchloride.  In  some  few  cases  panhysterectomy  is 
resorted  to. 

Our  Honorary  Fellow  well  deserves  the  compliment 
paid  him  by  our  Society  in  electing  him  to  one  of  the  few 
vacancies  at  its  disposal  in  recognition  of  the  work  he  has 
done  in  the  elucidation  of  the  pathology  and  treatment  of 
uterine  deviations. 


*  See  case  of  albuminuric  eclampsia  successfully  treated  by  sub- 
cutaneous injection  of  pilocarpine,  London  Obstetrical  Society s  Transac- 
iionSy  vol.  xxxix.,  p.  12  ;  B.MJ.^  1897,  i.,  p.  146.  [Author.] 
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NEW  FELLOWS  ELECTED. 

The  following  gentlemen  were  balloted  for  and  elected 
Fellows  of  the  British  Gynaecological  Society  at  the  Meet- 
ings held  on  the  dates  immediately  preceding  their  names  : — 

November  14,  1901. 

Claude  St.  Aubyn-Farrer,  L.R.C.P.,  L.R.C.S.Edin., 

L.F.P.  &  S.Glasgow. 
Edward  James  Ambrose  Haynes,  F.R.C.S.Irel. 
James  Edward   King,  M.D.  University  of  Buffalo, 

U.S.A. 

December  12,  1901. 

Daniel  Elie  Anderson,  M.D.  Paris,  M.B.,  B.A.,  B.Sc. 
Lond.,  M.R.C.S.  &  L.R.C.P. 

January  9,  1902. 

William  McDowell,  M.D.  Cooper  Medical  College 
U.S.A. 
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REVIEWS. 

A  Short  Practice  of  Midwifery,  embodying  the  treat- 
ment adopted  in  the  Rotunda  Hospital,  Dublin.  By 
Henry  Jellett,  M.D.,  B.A.O.,  F.R.C.P.I.,  &c.,  &c.. 
Ex- Assistant  Master,  Rotunda  Hospital ;  Examiner  in 
Midwifery  and  Gynaecology,  Dublin  University  ;  Addi- 
tional Examiner  in  Midwifery,  Royal  College  of  Physi- 
cians, Ireland  ;  with  a  Preface  by  W.  J.  Smyly,  M.D. 
F.R.C.P.I.,  late  Master  of  the  Rotunda  Hospital. 
Third  Edition,  revised  and  enlarged  ;  with  124  Illustra- 
tions, and  an  Appendix  containing  the  Statistics  of  the 
Hospital  for  the  last  eleven  years.  Crown  8vo,  pp.  xxvi. 
and  534.  London  :  J.  and  A.  Churchill,  190 1. 
Price  8s.  6d. 

We  can  heartily  recommend  this  book  to  every  one, 
student  or  practitioner,  who  needs  a  manual.  When, 
some  five  years  ago,  we  reviewed  the  first  edition,  we 
expressed  a  hope  that  Dr.  Jellett  would  in  the  future 
enlarge  his  work  and  make  it  still  more  worthy  of  the 
renowned  Hospital,  the  practice  of  which  it  describes. 
This  he  has  now  done,  to  the  great  improvement  of  the 
book,  by.  the  addition  of  several  new  chapters  and  the 
amplification  of  others  ;  many  new  illustrations  have  been 
furnished  for  the  clearer  elucidation  of  the  text  and  many 
of  the  original  ones  redrawn  ;  moreover,  the  statistics  of  the 
Rotunda  Hospital  have  been  continued  up  to  1900,  and 
enlarged  by  a  table  showing  the  infant  mortality  in  that 
institution  during  the  last  five  years.  We  notice,  com- 
paring the  last  four  years  included  in  the  tables  in  the  First 
Edition  with  the  additional  four  now  given,  that  the  annual 
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number  of  labours  and  of  complications  has  considerably 
increased,  that  there  have  been  fewer  deaths  but  more 
morbidity,  and  that  version  has  been  less  and  the  use  of 
forceps  more  frequently  resorted  to — forceps  as  often  as 
once  in  every  four  cases.  The  exceptionally  low  mortality  of 
o*o6  percent,  of  the  year  1895-6  has  hardly  been  approached, 
but  the  average  for  the  four  years  was  only  0*38  per  cent.  ; 
the  morbidity  (temperature  above  ioo-8')  was  about  one  in 
thirteen.  The  number  of  cases  of  eclampsia  was  only  nine  ; 
it  will  be  remembered  that  Dr.  Smyly  was  one  of  the  first  to 
support  Veit's  preference  for  the  treatment  of  this  disastrous 
complication  of  childbirth  ;  Dr.  Jellett  gives  due  prominence 
in  this  edition  to  the  good  effects  of  saline  infusions  as 
advocated  by  Dr.  Jardine,'  and  to  the  relief  to  the  right 
heart  and  pulmonary  circulation  afforded  in  plethoric  sub- 
jects by  venesection. 

It  is  much  easier  to  compile  a  large  book  on  any  branch 
of  medicine  than  to  prepare  a  clear  and  yet  concise  exposi- 
tion of  the  subject,  treating  all  important  points  with  due 
but  no  disproportionate  attention,  and  overlooking  nothing 
material ;  this  we  think  Dr.  Jellett  has  done,  and  have  no 
doubt  that  the  present  edition  of  his  "  Short  Practice  "  will 
command  a  circulation  even  larger  than  the  preceding 
ones. 

Menstruation  and  its  Disorders.  By  Arthur  E. 
Giles,  M.D.,  B.Sc,  F.R.C.S.,  M.R.C.P.,  &c..  Surgeon 
to  Out-Patients,  Chelsea  Hospital  for  Women,  &c. 
Crown  8vo.  Pp.  viii.  and  100.  London  :  Bailliere, 
Tindall,  and  Cox.     1901.    Price  2s.  6d. 

This  is  No.  5  of  "The  Medical  Monograph*'  series, 
which,  edited  by  Dr.  David  Walsh,  gives  brief  sketches  of 
subjects  of  everyday  interest  to  students  and  practitioners. 
In  it  the  author  has  been  most  successful  in  presenting  a 
concise  and  practical  exposition  of  normal  menstruation, 
and  of  the  various  disorders  to  which  it  is  liable,  and  has 
throughout   discussed    these  disorders  as  symptoms  of 
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morbid  conditions  requiring  investigation,  and  not  as 
separate  diseases,  for  the  cure  of  which  an  empirical  thera- 
peutic formula  suffices.  About  one-third  of  the  book  is 
devoted  to  the  physiology  of  menstruation,  as  to  which  he 
accepts  Heape's  contention  that  the  process  in  women,  and 
in  monkeys,  is  homologous  with  the  pro-oestrum  in  the 
lower  mammalia.  He  defines  the  process  as  a  periodic 
uterine  preparation  for  pregnancy,  and  says  that  while  in 
the  human  subject,  in  whom,  as  placentation  is  most  com- 
plex, and  sexual  inclination  and  reproductive  capacity  prac- 
tically never  in  abeyance,  it  is  natural  that  the  uterine 
changes  should  be  most  developed,  and  the  menstrual  cycle 
recur  as  frequently  as  possible  for  its  due  completion,  we 
have  yet  to  discover  the  causes  of  rhythmical  uterine 
activity,  and  the  relations  between  the  uterine  and  ovarian 
changes,  and  between  the  genital  organs  and  the  central 
nervous  system. 

In  the  discussion  of  the  clinical  characters  of  men- 
struation, the  hygiene  of  puberty  and  the  diagnostic  im- 
portance of  monorrhagia  and  metrorrhagia,  Dr.  Giles  has 
been  particularly  happy  ;  but  the  whole  essay  is  so  excellent 
in  style  and  matter  that  we  look  forward  with  pleasure  to 
the  appearance  of  the  larger  work  he  promises  on  the  same 
subject.  The  printing  is  good  ;  the  correction  for  the  press 
has  evidently  been  well  done. 

Beitraege  zur  Gynaekologie  und  Geburtshilfe. 
Festschrift  Professor  Dr.  Leopold  Landau,  gelegent- 
lich  seines  25  jSlhrigen  Docentenjubilaums  gewidmet, 
von  ehemaligen  und  jetzigen  Assistenten  und  Schiilern. 
Mit  einem  Bildniss  des  Jubilars,  4  lithographirten, 
Tafeln,  und  47  Abbildungen  im  Text.  Royal  8vo. 
Pp.  vi.  and  706.  Berlin  :  Verlag  von  August 
Hirschwald.  1901. 

According  to  the  graceful  custom  of  our  German  col- 
leagues, when  Professor  Leopold  Landau  completed  the 
twenty-fifth  year  since  he  was  made  a  Privat-Docent,  a 
VOL.  XVIL— NO.  68.  24 
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series  of  articles  were  dedicated  to  his  honour  by  his 
past  and  present  pupils  and  assistants.  These  articles 
appeared  as  a  Festschrift  in  the  sixty-fourth  and  sixty-fifth 
volumes  of  the  Archiv  fiir  GynaekologiCf  and  abstracts  of 
most  of  them  will  be  found  in  our  "Summary."  In  their 
collected  form  they  make  a  large  and  handsome  volume, 
valuable  for  the  articles  themselves  and  as  a  memento  of 
the  distinguished  Professor,  an  excellent  portrait  of  whom 
faces  the  title.  The  contributors  include  Drs.  Theodore 
Landau,  Abel,  Falk,  Josephson,  Frankel,  Gabriel,  Thumin, 
Sittner,  Pick,  Orgler,  Weinreb,  and  Davidsohn. 

Outlines  of  GYNiECOLOGiCAL  Pathology  and  Morbid 
Anatomy.  By  C.  Hubert  Roberts,  M.D.Lond., 
F.R.C.S.,  M.R.C.P.,  Physician  to  the  Samaritan  Free 
Hospital  for  Women ;  Physician  to  Out-Patients, 
Queen  Charlotte's  Lying-in  Hospital ;  late  Demon- 
strator of  Midwifery  and  Diseases  of  Women,  St. 
Bartholomew's  Hospital.  With  151  illustrations,  mostly 
original.  Royal  8vo.  Pp.  xxii.  and  332.  London: 
J.  and  A.  Churchill,  1901. 

This  is  a  fine  book,  well  printed,  well  bound,  exceedingly 
well  illustrated,  and  on  the  whole  is  not  only  what  it  professes 
to  be,  a  good  and  fairly  sound  manual  of  gynaecological 
pathology,  but  something  more  than  this,  for  the  author 
occasionally  strays  rather  widely  into  other  provinces. 

The  writing  is  very  unequal  In  some  chapters,  as  those 
on  endometritis,  ovarian  tumours,  cancer  of  the  uterus,  and 
micro-organisms,  the  author  shows  good  personal  knowledge 
of  his  subject,  and  the  writing  becomes  of  much  greater 
value.  la  some  chapters,  again,  the  letterpress  is  very  largely 
a  compilation  from  other  works,  and  it  cannot  be  said  that 
Dr.  Roberts  always  shows  the  best  judgment  or  discrimina- 
tion in  dealing  with  the  material  at  his  disposal. 

On  several  disputed  questions  the  author  freely  adopts 
opinions  and  statements  of  an  extreme  or  partisan  character 
from  the  writings  of  his  predecessors.    Many  of  these 
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teachers  had  to  combat  special  misconceptions  and  abuses, 
and  when  they  wrote  or  spoke,  did  so  forcibly,  and  sometimes 
extravagantly,  in  order  to  make  sufficient  impress  on  those 
they  taught.  Their  method  of  teaching — perfectly  allowable 
at  the  time  and  under  the  circumstances  of  clinical  instruc- 
tion— appears  to  us  to  be  out  of  place  in  a  work  on  pathology, 
and  when  the  author  reproduces  their  statements  of  opinion, 
these  sometimes  lead  him  either  into  contradictions  or 
difficulties,  which  tend  to  spoil  the  book  and  make  some  of 
its  teachings  vague,  indecisive,  and  hazy. 

On  p.  102  we  read,  "  The  perineum  plays  no  part  in  sup- 
porting the  uterus,"  and  in  the  next  paragraph  we  read, 
"  The  essential  cause  of  descent  is  a  weakening  of  the  sup- 
ports of  the  uterus,  these  supports  being  the  components  of 
the  pelvic  floor." 

Is  the  perineum,  then — and  especially  the  transverse 
muscle  fibres  joining  the  levatores  in  front  of  the  rectum — ^no 
component  of  the  pelvic  floor 

Somewhat  similarly,  when  writing  on  cancer  of  the  uterus, 
the  author  says  (p.  233),  "  Terms  which  have  long  been  used, 
such  as  *  mushroom-shaped  variety '  and  *  cauliflower  excres- 
cence,* should  be  given  up;  they  are  confusing,  and  mean 
nothing,"  and  quoting  Dr.  Herman,  "It  matters  nothing  what 
vegetable  a  cancer  happens  to  resemble."  This,  however, 
is  immediately  followed  by  an  apparently  irrecondleable  sen- 
tence, "  There  is  a  true  cauliflower  excrescence ;  it  is  a  form 
of  cancer  of  the  vaginal  portion,  and  consists  of  a  soft, 
fringed  gprowth  having  a  stalk ;  it  is  very  rare." 

These,  perhaps,  are  minor  slips,  regarding  which  it  is  quite 
easy  to  be  hypercritical,  but  in  dealing  with  more  important 
matters  the  same  method  is  often  used,  and  the  same  difficul- 
ties are  invited 

In  his  chapter  on  uterine  displacements,  the  author  dis- 
misses the  subject  of  backward  displacement  with  a  few 
sentences  of  his  own,  and  a  long,  well-known  quotation  from 
the  late  Dr.  Matthews  Duncan,  in  which  every  effort  is  made 
to  minimise  the  importance  of  the  dislocation.    The  general 
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effect  of  this,  especially  on  those  who  do  not  remember  or 
understand  the  merits  of  a  bygone  controversy,  is  un- 
doubtedly to  make  the  reader  regard  the  question  as  of  little 
or  no  importance,  and  the  whole  subject  as  one  which  may 
be  safely  disregarded  or  ignored.  A  few  pages  later,  how- 
ever, we  find  the  author  constrained  to  write  in  no  measured 
terms  on  the  possible  awful  consequences  of  a  pregnant  re- 
troversion (p.  108);  and  again,  in  the  chapter  on  diseases  of 
the  ovaries  (p.  198),  he  recognises  prolapse  of  the  ovaries  as 
sometimes  caused  by  retroflexion  of  the  uterus.  ,  Is,  then,  the 
early  abnormal  position  of  an  organ  possibly  leading  on  to 
such  grave  pathological  changes,  an  altogether  trivial  thing, 
and  one  of  no  importance  1  Is  not  a  via  media  more  philo- 
sophical, more  consistent,  and  above  all,  a  clearer  position  to 
maintain  ? 

It  is  in  this  section,  on  gravid  retroversion,  that  one  of  the 
chief  mistakes  of  the  book  is  to  be  met  with.  On  p.  108 
the  author  writes,  "  There  is  possibly  nothing  so  easy  to 
diagnose."  To  those  of  us  who  know,  and  have  pointed  out 
how  exactly  a  gravid  retroversion  can  be  simulated  by  an 
extrauterine  pregnancy  in  the  pouch  of  Douglas,  this  remark 
must  be  recognised  as  singularly  unfortunate,  for  any  attempt 
at  replacement  (?)  of  the  tumour  when  this  is  extrauterine, 
may  have  an  almost  immediately  fatal  result. 

In  the  chapters  on  pelvic  inflammation,  gonorrhoea,  and 
diseases  of  the  Fallopian  tubes,  the  author  again  appears  to 
take  up  a  difficult  and  a  rather  dangerous  position.  He 
does  not  attempt  any  very  clear  discrimination  between  the 
several  diseases  causing  pelvic  peritonitis;  he  writes  occa- 
sionally of  "  perimetritis  "  as  a  distinct  disease,  like  the  old 
authors  of  twenty  years  ago,  but  unlike  these,  adopts  a  rather 
light  and  airy  estimate  of  its  importance,  that  may  easily 
lead  an  inexperienced  practitioner  into  serious  error.  On 
p.  52  we  read,  The  prognosis  of  perimetritis  is  very  good 
indeed,  its  mortality  is  low,  removal  of  the  appendages  is 
rarely  needed,  and  the  limits  of  the  justifiability  of  operation 
rare  as  an  uncomplicated  disease."    The  exact  meaning  of 
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this  last  sentence  is  difficult  to  say,  but  later  on,  under  the 
head  of  chronic  salpingitis,  we  hnd  the  following:  ''Such 
cases  are  better  from  time  to  time;  some  recur;  some  in 
spite  of  the  pelvic  condition  have  no  symptoms;  some,  on 
the  other  hand,  get  worse ;  their  life  becomes  a  burden  from 
constant  pain,  and  they  are  imable  to  follow  the  ordinary 
conditions  of  life.  Many  of  these  have  never  been  properly 
treated,  and  a  rest  in  hospital  may  cure  them,  or  at  least 
they  are  so  much  improved  that  they  do  not  trouble  further 
in  the  matter.  Many  of  such  cases  doubtless  depend  on 
chronic  inflammation  of  the  tubes;  some  are  evident,  some 
are  not,  and  the  disease  is  perimetritis;  but  perimetritis  does 
not  kill  in  itself,  though  the  disease  causing  the  perimetritis 
may  do  so,  such  as  ovarian  tumours  or  fibroids." 

Such  teaching  appears  to  us  to  be  mischievous,  for  if  a 
man  is  content  to  write  and  think  of  perimetritis  as  a  disease 
in  itself  and  not  a  grave  one,  including  in  this  cases  where 
pain  is  constant  and  life  a  burden,  he  will  easily  dismiss 
pyosalpinx  and  early  ectopic  gestation  under  this  comprehen- 
sive formula,  and  sometimes  lose  the  greatest  opportunity 
his  profession  can  afford  him,  that  of  definitely  saving  life. 

It  is  quite  possible  that  in  making  this  criticism  we  are 
attacking  some  of  Dr.  Roberts'  teachers,  but  the  time  has 
gone  by  when  gynaecology  can  be  content  with  confusing 
several  different  diseases  under  one  heading.  Every  day 
we  know  more  of  the  diseases  causing  pelvic  peritonitis,  and 
are  able  to  distinguish  their  special  features.  Gonorrhoea  is 
the  chief  cause  of  the  relapsing  form;  it  chiefly  affects  the 
tubes,  and  secondarily  the  ovaries.  Sepsis  from  without 
affects  the  uterus  itself,  the  peritoneum  through  the  uterus, 
and  secondarily  the  broad  ligaments  and  ovaries ;  often  the 
tubes  escape.  Sepsis  from  the  appendix  is  apt  to  affect  the 
right  ovary  and  tube.  Tubercular  disease  often  begins  in 
the  tubes,  but  is  not  necessarily  confined  to  any  structure. 
The  specimen  shown  in  fig.  30  is  by  no  means  very  typical 
of  this  condition,  and  one  important  omission  from  the  book 
is  that  of  any  good  illustration  or  description  showing  the 
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consequences  of  infantile  tuberculosis  of  the  tubes.  The 
consequent  sectional  obliterations  of  the  tube  are  an  im- 
portant and  distinguishing  feature,  which  demands  recogni- 
tion. (These  are  well  shown  in  fig.  76  of  Bland  Sutton  and 
Giles'  "  Diseases  of  Women.")  A  few  cases  of  pelvic 
peritonitis  in  women  cannot  be  accounted  for  either  by 
external  or  intestinal  sepsis,  by  gonorrhoea,  or  by  tubercle. 
These  are  occasionally  met  with  in  cases  of  myoma  and  in 
so-called  "  chronic  ovaritis."  What  we  look  for  from  modern 
gynaecological  pathology  is  a  more  thorough  investigation 
into  the  etiology  of  these  cases,  so  that  we  may  complete  our 
classification.  We  want,  too,  a  more  thorough  bacteriological 
investigation  of  the  different  kinds  of  peritonitis  following 
operation-sepsis,  so  that  we  may  find  out  if  any  special 
symptoms  are  associated  with  special  infections. 

Another  matter  requiring  more  elucidation  is  the 
exact  nature  of  the  diseases  which  have  been  grouped 
under  the  name  of  urethral  carimcle.  These  are  not  all 
alike,  and  need  better  differentiation.  If  Dr.  Roberts  will 
work  at  some  of  these  points  and  give  us  real  pathological 
light  and  leading,  he  will,  for  the  present,  do  more  good  than 
by  straying  into  by-paths  of  clinical  history  and  diagnosis. 

The  chapter  on  extrauterine  pregnancy  is  a  very  good 
resume  of  this  subject,  but  in  the  classification  of  intra- 
peritoneal haematocele,  taken  from  Mr.  Taylor,  the  author 
quite  omits  the  "  encapsulated  "  or  "  solitary  "  variety  which 
was  first  described  by  him  at  the  British  Gynaecological 
Society  in  1894.  This  is  the  more  remarkable,  because  what 
appears  to  be  a  very  interesting  example  of  this  condition 
is  dejMCted  in  fig.  43,  in  which,  however,  the  sac  of  the 
haematocele,  instead  of  surrounding  the  fimbriated  end  of  the 
tube,  is  attached  to  one  side  only  of  its  outer  or  peritoneal 
surface.  If,  in  the  recent  state,  the  sac  had  been  gently 
detached,  would  not  some  trace  have  been  found  here  of  a 
linear  rupture  of  the  tube  ? 

In  another  edition  it  would  probably  be  wise,  under 
diseases  of  the  vulva,  to  insert  some  notice  of  labial  abscess 
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due  to  ano-vulvar  fistula  (the  French  "  stercoro-vulvaire 
and  under  haematometra  due  to  atresia,  to  state  (as  Mr.  C. 
Martin  has  recently  shown)  that  the  tubes  in  such  cases  are 
sometimes  distended  with  pus  instead  of  blood.  In  the 
chapter  on  Uterine  Fibroids,  also,  some  place  should  be 
found  for  a  detailed  description  of  the  various  forms  of  peri- 
toneal displacement  which  may  be  caused  by  these  tumours. 

Many,  if  not  all,  of  Dr.  Roberts'  illustrations  are  extremely 
well  done.  They  show  a  wealth  of  care  and  power  of 
artistic  expression  which  are  worthy  of  the  very  highest 
praise.  Even  the  common  and  rough  diagram  of  another 
writer  (as  in  fig.  56),  after  passing  through  the  hands  of  our 
author,  begins  to  show  some  traces  of  comeliness.  With  so 
much  to  praise  artistically,  it  may  have  been  ungracious  to 
criticise  tlie  book  itself  so  freely.  The  author  may  derive 
some  consolation  from  our  recognition  of  the  fact  that  his 
merits  are  his  own,  while  his  faults  are  very  largely  those  of 
other  people. 

J.  W.  T. 

A  System  of  Physiologic  Therapeutics,  A  practical 
exposition  of  the  methods  other  than  drug  giving,  use- 
ful in  the  Prevention  of  Disease  and  in  the  Treatment 
of  the  Sick.  Edited  by  SOLOMON  SOLIS  COHEN, 
A.M.,  M.D.  Vols.  iii.  and  iv..  Climatology,  Health 
Resorts,  Mineral  Springs,  by  F.  Parkes  Weber, 
M.A.,  M.D.,  F.RC.P.Lond.,  Physician  to  the  German 
Hospital,  Dalston ;  Assistant  Physician  North  London 
Hospital  for  Consumption;  Author  of  "The  Mineral 
Waters  and  Health  Resorts  of  Europe  " ;  with  the  col- 
laboration for  America  of  GuY  HiNSDAL,  A.M.,  M.D., 
Secretary  of  the  American  Climatological  Association, 
&c.  In  two  books.  Book  i,  Principles  of  CHmato- 
thcrapy.  Ocean  Voyages,  Mediterranean,  European  and 
British  Health  Resorts.  Book  2,  Health  Resorts  of 
Africa,  Asia,  Australasia,  and  America.  Special  Thera- 
peutics. Illustrated  with  maps.  London  -.  Rebman, 
Limited. 
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Book  I  is  divided  into  two  parts,  and  it  is  the  first  of 
these  which  is  the  most  interesting  portion  of  the  two  books. 
It  deals  with  the  physics,  physiology,  and  general  thera- 
peutics of  climate.  All  the  factors  that  determine  the  climate 
of  any  particular  region  are  clearly  discussed,  such  as  the 
distance  from  the  equator,  the  elevation  above  the  sea-level, 
the  distance  from  and  the  relation  to  bodies  of  water,  the 
nature  of  the  surroundings — ^whether  plains,  deserts,  high 
moimtains,  hills,  or  forests — the  prevailing  winds,  and  the 
nature  of  the  soil.  In  this  part,  too,  are  most  instructive 
maps,  showing  at  a  glance  the  mean  annual  isotherms,  the 
mean  annual  direction  of  the  ocean  currents,  and  the  mean 
annual  temperature  of  the  different  parts  of  the  earth's 
surface. 

The  second  part  of  Book  i  is  devoted  to  a  description  of 
various  ocean  voyages,  and  of  the  Mediterranean,  European 
and  British  health  resorts. 

African,  Asiatic  and  American  health  resorts  are  dealt 
with  in  Book  2. 

There  is  a  mine  of  information  in  these  books,  by  refer- 
ence to  which  great  help  may  be  obtained  whenever  any 
difficulty  arises  as  to  the  most  suitable  place  to  send  one's 
patients  to.  We  are  unable  to  judge  of  the  description  of 
the  American  resorts ;  we  can  only  say  that  if  they  are  as 
well  done  as  those  of  places  we  know  well,  the  book  as  a 
whole  is  an  excellent  one,  and  can  be  strongly  recommended. 


We  are  reluctantly  compelled  by  want  of  space  to  hold 
over  Reviews  of  several  other  works  recently  received. 


SUMMARY  OF  GYNECOLOGY,  INCLUDING 
OBSTETRICS.    MAY,  1901. 


Opinions  as  to  pathology  or  treatment  expressed  in  the  following  abstracts 
are  not  necessarily  endorsed  by  the  editors  or  their  collaborators. 
Any  Fellows  of  the  Society  who  may  be  willing  to  give  the 
editor-in-chief  regular  assistance  in  the  preparcUion  of  this  summary 
are  requested  to  communicate  with  him.  He  will  be  greatly  obliged 
by  having  his  attention  drawn  to  any  important  work  published  at 
home  or  abroad;  particularly  so  by  receiving  condensed  abstracts  of 
such  work  from  the  authors  themselves. 

The   Use  of  the  Spray  in  the  Local  Treatment  of 
gyniccological  diseases. 

Wood  {Amer,  Jouy,  Obst,,  March,  igoi)  uses  a  spray  derived 
from  compressed  air  under  a  pressure  of  thirty  pounds,  and 
claims  that  in  leucorrhcea  and  specific  discharges  he  thus 
obtains  good  results  in  half  the  time  required  by  ordinary 
methods.  In  a  case  of  leucorrhcea,  whether  simple  or  specific 
in  origin,  the  parts  are  first  thoroughly  sprayed  through  a  fenes- 
trated speculum  with  a  50  per  cent,  solution  of  peroxide  of 
hydrogen,  which,  after  the  excess  of  fluid  is  wiped  away,  will 
leave  them  perfectly  clean  and  blanched.  An  antiseptic  spray 
is  then  used  as  above,  containing  boric  acid,  thymol,  eucalyptoi, 
&c.  If  there  be  a  white-of-egg  discharge  lodged  in  and  hanging 
from  the  cervix,  an  alkaline  spray  will  quickly  dissolve  it.  If 
the  catarrh  be  specific,  there  is  further  spraying  with  a  5  per 
cent,  solution  of  protargol.  He  says,  "  with  the  pressure  at  my 
command  the  spray  will,  unless  the  os  is  very  small,  penetrate 
the  entire  cer\'ical  tract."  A  wool  tampon,  medicated  with  a 
10  per  cent,  glycerine  solution  of  ichthyol,  is  afterwards  applied, 
and  the  treatment  is  repeated  twice  a  week,  or  oftener,  and  as 
a  rule  the  discharge  ceases  in  four  weeks. 

J-  F.  J. 

Cyst  of  Labium  Minus. 

Agnes  Bluhm,  Landau's  clinic  {Archiv,  /.  Gyu,^  Bd.  Ixii., 
H.  i.),  met  with  two  cysts  of  the  labia  minora,  the  size  of  a  small 
apple  and  resembling  glandular  cystomata.  From  examina- 
tion she  refers  them  to  mucous  glands  arising  from  misplaced 
germs  or  from  abnormal  development  from  the  labial  epithelium. 
Since  the  investigations  of  G.  Klein,  they  cannot  be  supposed 
to  have  originated  in  the  Wolffian  duct. 

A 
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Cystitis  and  the  Use  of  the  Cystoscope. 

Baldy  {Amer,  Jour.  Obst,,  March,  1901)  has  in  practice  found 
true  cystitis  to  be  a  rare  disease,  and  that  few  cases  are  really 
such  out  of  hundreds  of  so-called.  The  symptoms  of  cystitis 
appear  in  the  solids  in  the  urine,  and  in  a  nervous  condition, 
with  irritation  in  the  pelvis,  vagina,  or  urethra.  Rendering  the 
urine  alkaline,  and  dilatation  of  the  urethra  by  a  large  cysto- 
scope, will  cure  many  cases.  The  use  of  the  cystoscope  is 
limited.  The  direct  method  of  examination  is  the  best,  and  the 
larger  the  instrument  that  can  be  used  the  better  for  the 
patient.  Summing  up  he  says :  In  women  I  believe  cystitis  to 
be  exceedingly  rare;  the  use  of  the  cystoscope  very  Hmited — 
indeed,  as  far  as  catheterising  the  ureters  is  concerned,  almost 
nil,  excepting  in  a  few  cases  for  diagnostic  purposes.  A  large 
number  of  these  bladder  troubles  are  purely  neurotic. — J.  F.  J. 

The  Vaginal  Glands  and  the  Cysts  arising  from  them. 

Davidson  (Arch.  f.  Gyn.,  Bd.  Ixi.,  S.  419)  reports  from 
Landau's  clinic  a  case  of  multiple  cysts  of  the  vagina,  undoubtedly 
originating  in  true  vaginal  glands,  which  formed  a  mass 
resembling  a  cock's  comb  and  extending  from  above  downwards 
for  3-4  cm.  in  the  right  fornix  of  a  woman  of  27.  Examination  of 
the  part  removed  showed  all  the  layers  of  the  mucosa  along  the 
posterior  wall  of  the  vagina  from  the  fornix  half  way  down,  were 
crowded  with  sacs  up  to  the  size  of  a  pea  and  containing  fluid. 
These  sacs  were  lined  with  a  single  layer  of  cylindrical  epithelium 
secreting  mucus.  Numerous  sinuous  and  branching  glandular 
channels,  a  few  with  narrow  discharging  ducts,  lost  themselves  in 
the  scaly  epithelium  of  the  vaginal  surface.  There  were  con- 
nections between  the  glands  and  cysts  in  all  possible  stages,  so 
that  in  some  instances  the  cystic  formations  were  connected  with 
the  superficial  epithelium. 

This  is  the  sixth  published  case  of  vaginal  cysts  arising  out 
of  or  present  and  connected  with  vaginal  glands.  Common 
characteristics  of  all  were :  the  multiplicity  of  the  cysts,  their 
small  size,  and  the  limitation  of  the  endothelium  to  a  single  layer. 
Davidson  holds  the  vaginal  glands  to  be  quite  analogous  to  those 
met  with  in  the  cervix  :  glandula  aberrantes  cervicales  (Veit)  a 
congenital  erosion  dispersed  over  the  whole  vagina ;  the  cysts 
arising  from  such  glands  are  to  be  looked  upon  as  ovula 
Nabothi  of  the  vagina. 

Persistence  of  Scars  on  the  Cervix. 

R.  Chrobak,  Vienna  {Ceniralh.  f.  Gyn.,  1901,  No.  1),  in  con- 
nection with  a  forensic  case,  kept  fourteen  women  under  obser- 
vation in  order  to  ascertain  how  long  the  scars  of  vulsella 
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remained  visible  on  the  cervix.  In  the  puerperal  uterus  he 
found  that  probably,  owing  to  the  rapid  regeneration  of  the 
epithelium,  the  scars  disappeared  on  the  average  in  four  days, 
but  in  the  non-puerperal  uterus  not  for  twelve.  The  vulsella 
had  in  nine  cases  been  applied  for  the  removal  of  remains 
of  abortion. 

The  Menstrual  Function. 

Merletti  {Ann,  di  Ost,  e  Ginecologia,  1900,  Nos.  9,  10,  11) 
reviews  the  many  discussions  held  from  time  to  time  on  the 
sexual  life  of  woman  and  the  function  of  menstruation ;  the 
multiple  and  complicated  problems  connected  therewith  are 
amply  developed  and  the  varied  theories  put  forth  to  explain 
the  origin  and  the  essence  of  the  phenomenon  are  linked 
together,  and  the  whole  harmonised  with  subtle  acumen  and 
intelligent  criticism.  The  story  is  a  long  one,  embracing  the 
Biblical  conception,  the  fermentation  theory  and  the  mechanical, 
the  vitalistic  and  anatomical  theories. 

The  anatomical  changes  during  menstruation  are  exhaus- 
tively examined,  and  the  following  notions  are  collected  from 
the  study  of  the  facts  : — 

(1)  An  intense  hyperaemia  occurs  periodically  in  the  uterus, 
the  tubes,  and  the  ovaries  at  intervals  of  about  four  weeks. 

(2)  This  hyperaemia  begins  about  eight  to  ten  days  before  the 
sanguineous  flow,  and  is  the  cause,  on  the  one  hand,  of  the  pre- 
menstrual tumefaction  of  the  uterine  and  tubal  mucosa,  and 
on  the  other,  of  the  hydropic  distension  of  the  more  mature 
follicles. 

(3)  The  ultimate  effect  of  this  hyperaemia  is  upon  the  mucosa 
of  the  uterus  and  tubes  in  haemorrhage  from  their  blood-vessels, 
and  upon  the  ovaries  in  the  rupture  of  the  follicles  and  the 
escape  of  one  or  more  ova. 

(4)  The  maturation  of  the  ova  does  not  lead  to  the  hydropic 
distension  of  the  follicles,  the  liquefaction  of  the  endofoUicular 
elements  augments  little  or  nothing  the  contents  of  the  follicles, 
and  is  only  a  completing  stage  in  the  growth  of  the  ovisacs, 
which  become  atrophied. 

(5)  Maturation  is  continuous  in  all  the  follicles  and  asso- 
ciated with  the  conditions  of  the  perifollicular  circulation ;  on 
the  other  hand  the  dehiscence  is  periodic,  and  depends  upon 
the  hyperactive  circulation  of  the  periraenstrual  period. 

The  causes  of  puberty  and  the  menopause  are  also  dis- 
cussed, and  the  question  of  the  internal  secretion  of  the  ovary 
is  argued. 

The  now  accepted  conception  of  menstruation,  approxi- 
mately a  return  to  the  ancient  one  condemned  by  Hippocrates 
and  Soranus  of  Ephesus,  is  an  outcome  of  the  evolution  of  the 
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new  Lamarck  school.  Menstrual  haemorrhage  represents  the 
reserve  of  nutritive  force  fabricated  in  excess  of  its  own  personal 
requirements  by  the  female  organism  in  view  of  the  reproduc- 
tive function ;  in  the  parabola  of  the  female  life  it  lasts  only 
during  that  period  in  which  the  organism,  after  sufficient  develop- 
ment and  before  progressive  involution,  has  at  its  disposal  an 
amount  of  vital  energy  more  than  sufficient  for  its  own  growth 
and  support,  and  available  for  the  conservation  of  the  species. 

The  ovarian  activity,  which  so  often  coincides  with  the  cata- 
menia,  must  be  accepted  as  a  consequence  of  the  modification 
in  the  circulation  of  the  blood  affecting  the  entire  system,  but 
more  especially  the  pelvic  organs.  The  metabolic  and  vascular 
tension  reach  their  maximum  on  the  eve  of  the  appearance  of 
the  genital  loss;  this  loss  promptly  alleviates  their  intensity 
and  reconstitutes  the  functional  equilibrium.  The  catamenial 
discharge,  by  relieving  the  system  of  injurious  products  cir- 
culating in  the  blood,  the  "  premenstrual  toxaemia  "  of  Charrin, 
may  justly  be  esteemed,  as  it  is  by  popular  tradition,  as  a  purge, 
and  the  uterus  be  included  among  the  emunctory  organs.  The 
expression  menorrhaemia,  was  introduced  by  Reiffer  to  indicate 
the  intoxication  of  the  system  by  pathological  amenorrhcea. 

F.  E. 

Atmokausis. 

Stoeckel  {Jhtf,  Monats.,  No.  12,  1900)  reports  that  this 
method  has  been  successfully  employed  twenty- three  times  in 
the  Bonn  clinic  during  the  past  year.  The  results  in  severe 
menstrual  and  climacteric  bleeding  were  very  good,  and  he 
recommends  the  method  for  such  cases  only,  and  not  for  such 
as  are  complicated  by  myoma  polypi,  remains  of  abortion,  or 
extensive  endometritic  changes.  In  a  case  of  haemophilia 
atmocausis  saved  the  patient's  life. 

Temporary  Ventrofixation. 

Rose,  Hamburg  {Centralb,  /.  Gyn.,  1901,  No.  12),  in  per- 
forming laparotomy  on  a  woman  of  25  with  a  ruptured  tubal 
pregnancy,  found  that  the  serosa  of  the  posterior  wall  of  the 
uterus  and  of  Douglas'  pouch  was  dull  and  injected,  and  appre- 
hensive of  adhesions  being  formed,  he  made  a  temporary  ventro- 
fixation by  carrying  a  strong  catgut  ligature  through  fascia, 
muscle,  peritoneum  and  right  round  ligament,  and  knotting  the 
ligature  on  the  fascia.  After  fourteen  days  the  uterus  was 
found  in  the  normal  position  and  freely  mobile,  without  any 
adhesions.  He  considers  the  proceeding  indicated  in  laparotomy 
whenever  retrouterine  adhesions  are  to  be  feared,  especially 
in  tumours  of  the  pouch  of  Douglas.    In  the  same  way,  under 
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similar  indications,  a  temporary  vaginofixation  may  be  carried 
out.  If  an  unabsorbable  ligature  is  used  it  must  be  knotted 
externally  and  removed  at  the  proper  time. 

The  Suprasymphyseal  Transverse  Incision  of  Kustner. 

KuHNE,  Marburg  {Centralh.f.  Gyn.^  1901,  No.  i),  reports  upon 
twelve  cases  in  the  Marburg  clinic  in  which  abdominal  section 
was  done  by  Kustner*s  method,  all  being  cases  of  ventrofixation 
for  mobile  retroflexion  or  prolapse,  and  all  recovering  without 
interruption.  As  regards  the  development  of  hernia  only  five  of 
the  patients  were  examined,  and  in  them  no  hernia  was  to  be 
found ;  but  the  number  is  too  small  to  be  the  basis  of  definite 
conclusion.  As  regards  the  scar  this  method  is  decidedly  less 
disfiguring,  an  advantage  to  which  many  women  will  not  be 
indifferent. 

The  ORTHOPiBDic  Results  of  the  Alexander-Adams 
Operation. 

KRdNiG  and  Fbuchtwanger,  Leipsic  {Monats,  f.  Geh,  «.  Gyn.y 
Bd.  xi.,  S.  621,  795,  1900),  report  that  for  the  last  three  years 
the  operation  preferred  in  the  Leipsic  clinic  for  uncomplicated 
retro- versio-flexio  uteri  and  for  descensus  uteri  mobilis  has  been 
the  Alexander- Adams  operation.  Zweifel's  method  of  performing 
it  is  essentially  the  same  as  Kocher's.  The  skin  is  united  by 
Zweifel's  double  suture.  Between  1896  and  November  i,  1899, 
180  women  underwent  the  Alexander- Adams  operation,  of  whom 
68  were  examined  at  least  nine  months  afterwards;  in  18  of  these 
cases  the  operation  was  done  for  backward  displacement  and  the 
result  when  the  patient  was  discharged  was  excellent.  The 
earliest  recurrence  was  noticed  seven  months  after  operation. 
In  several  instances  the  women  had  conceived,  so  that  for 
estimating  the  orthopaedic  result  only  14  women  were  available ; 
among  these  retroflexion  had  recurred  in  three. 

In  50  women  with  descent  of  the  vagina,  the  result  at  the  time 
they  left  the  Clinic  was  satisfactory  in  all  but  two.  But  as  all 
cases  of  descent  with  prolapse  of  the  vagina  underwent  some 
operation  for  narrowing  the  vagina,  such  as  colpoperineorrhaphy, 
Hegar's  colporrhapia  anterior  (or  Saenger's  Scheidenraffen),  the 
last  especially  at  or  after  the  menopause,  these  operations  are 
not  available  in  the  estimation  of  effects  due  to  the  Alexander 
operation  alone.  It  is  however  certain  that  recurrences  do  take 
place  after  this  operation. 

MuRATOW  (St.  Petersb,  nud,  Woch.y  1900,  No.  5)  reports  five 
cases  in  which  shortening  of  the  round  ligaments  was  followed 
by  complications;  abortion  in  two  patients  who  became  pregnant, 
in  consequence  of  the  uterus  being  prevented  from  rising  up 
into  the  abdominal  cavity,  septic  infection  in  another  case;  in 
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the  remaining  two  the  ovaries  were  imprisoned  between  the 
uterus  and  the  anterior  abdominal  wall.  While  admitting  the 
value  of  the  operation,  Muratow  thinks  that  greater  care  should 
be  observed  in  the  choice  of  cases»  especially  in  young  women. 

F.  E. 

The  Technique  of  Closing  the  Incision  in  Abdominal 

Section. 

BovEE  {Amer,  Jour,  Obst.,  March,  1901)  says :  The  primary 
objects  in  closing  the  incision  are  perfect  union  and  rapid  heal- 
ing. Perfect  union  is  not  the  complete  healing  of  the  approxi- 
mate surfaces,  but  their  complete  union  in  such  a  manner  that 
subsequent  hernia  is  very  improbable.  The  causes  of  subsequent 
hernia  are :  early  suppuration  of  the  wound,  faulty  adjustment 
of  the  opposed  surfaces,  and  burial  in  the  wound  of  permanent 
suture  material.  Permanent  sutures  are  accountable  for  a 
large  part  of  post-operative  ventral  and  inguinal  hernia.  Silver 
wire  is  to  be  avoided,  because  it  may  give  trouble  and  have  to 
be  removed  from  the  tissues  one,  or  even  six  years  after  opera- 
tion. Silkworm  gut  acts  very  badly  as  a  buried  suture.  Silk  is 
easily  infected,  and  when  buried  is  restless  in  the  tissues,  pro- 
lific  of  trouble  to  the  patient,  and  catgut  is  too  difficult  to 
sterilise  and  too  uncertain  in  permanent  strength.  Finally,  he 
declares  kangaroo  tendon  to  be  unquestionably  the  best  suture 
material.  It  is  easily  sterilised  and  handled,  and  as  prepared 
by  Marcy  remains  a  number  of  weeks  in  the  tissues.  In  his 
own  operations  he  adopts  the  most  rigid  aseptic  precautions, 
and  closes  the  incision  in  the  following  way :  if  the  wound  be 
less  than  six  inches  in  length,  the  peritoneum  is  first  closed  with 
a  fine,  running,  over-and-over  suture,  beginning  at  the  upper 
end  of  the  incision,  and  following  down  on  one  side  and  up  on 
the  other.  This  suture  tied  brings  the  cut  edges  of  the  peri- 
toneum to  a  small  point  and  lessens  the  surface  within  exposed 
to  adhesions.  Another  small  suture  now  picks  up  the  deep  or 
subperitoneal  fascia,  the  two  edges  being  whipped  together.  If 
the  incision  is  in  the  median  line,  linea  semilunaris,  or  between 
and  parallel  to  them,  a  tier  of  suture  in  the  muscle  will  be  rarely 
necessary.  Instead,  the  thick  fascia  receives  the  next  layer, 
which  will  occasionally  include  the  muscle  and  even  the  deep 
fascia.  This  layer  should  be  of  strong  material.  If  the  wound 
is  more  than  six  inches  in  length,  in  addition  to  the  continuous, 
en  masse  sutures  are  placed  along  the  incision  one  to  two  inches 
apart  and  including  fascia  and  muscle.  The  fat  is  closed  by  a 
fine  suture  and  also  the  skin  in  such  a  way  that  the  suture 
material  does  not  show.  The  wound  is  then  covered  her- 
metically with  aseptic  dressings  and  left  for  about  twelve  days, 
when  union  is  complete.  Bovee's  results  by  this  method  have 
been  excellent.  J.  F.  J. 
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Conservative  Vaginal  Compared  with  Abdominal 
Laparotomy. 

DuHRSSEN,  Berlin  (Thirtieth  Congress  of  the  German  Surgi- 
cal Society,  April  12,  1901),  said  that  he  had  performed  vaginal 
laparotomy,  that  is  anterior  colpo-coeliotomy,  780  times  for 
various  different  afifections  by  the  following  method :  a  T-shaped 
incision  is  made  in  the  anterior  vaginal  wall,  the  bladder  is  then 
detached  to  a  suitable  extent  from  the  uterus,  the  broad  liga- 
ments, and  even  from  the  vesical  peritoneum,  and  an  opening  of 
5  to  6  cms.  is  made  in  the  cul-de-sac  of  the  vesico-uterine  peri- 
toneum, through  which  the  uterus  is  turned  over  and  brought  to 
the  vulva.  One  can  then  carry  out  most  of  the  gynaecological 
operations  for  which  abdominal  laparotomy  was  formerly  con- 
sidered indispensable.  The  mortality  of  this  method  is  not  more 
than  from  2  to  3  per  cent,  and  is  lower  than  that  of  abdominal 
laparotomy;  there  is  no  subsequent  scar,  no  danger  of  intes- 
tinal adhesions  or  of  abdominal  hernia ;  convalescence  is  much 
shorter,  the  greater  number  of  patients  leaving  hospital  at  the 
end  of  nine  to  twelve  days.  The  only  annoying  consequence  of 
the  operation  is  that  it  sometimes  entails  trouble  in  a  subsequent 
confinement,  but  this  accident  may  be  avoided  by  stitching  up 
the  peritoneum  separately  in  the  way  he  has  successfully  done 
since  1895.  operation  has  the  advantage  that  in  retro- 

deviation of  the  uterus  it  may  be  supplemented  by  vagino- 
fixation. He  has  performed  it  in  seventy  voluminous  cystomata 
of  the  ovary  without  losing  a  patient,  and  in  twenty-eight  extra- 
uterine pregnancies  with  only  one  death,  due  to  an  injury  when 
the  patient  was  in  established  convalescence. 

Among  other  interventions  practised  by  this  method  he 
mentioned  the  occlusion  of  the  tubes  to  prevent  conception  in 
sick  women,  and  inversely  establishing  permeability  of  the  tubes 
to  render  conception  possible ;  cauterisation  of  the  ovaries  for 
microcystic  degeneration,  a  proceeding  that  he  had  found  most 
beneficial  by  putting  an  end  at  once  to  pain  and  metrorrhagia 
and  restoring  the  functions  of  the  ovaries.  He  had,  by  the  same 
operation,  removed  fifty-seven  fibromata,  some  as  large  as  a 
foetal  head,  and  had  made  in  a  certain  number  of  cases  a 
cuneiform  excision  of  uterine  tissue,  which  had  proved  an 
excellent  means  of  curing  chronic  metritis.  By  this  method  he 
was  sure  that  from  50  to  70  per  cent,  of  cases  ordinarily  sub- 
mitted to  abdominal  laparotomy  might  be  dealt  with,  and  he 
preferred  it  to  the  posterior  colpo-coeliotomy  recommended  by 
others,  as  it  offered  a  much  better  operative  field.  He  had,  in 
1889,  suggested  a  para- vaginal  incision  analogous  to  Schuchardt's 
in  difficult  labour,  and  in  1891  for  uterine  cancer,  and  had,  before 
Schuchardt,  insisted  on  the  importance  of  dividing  the  levator 
ani. 
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Conservative  Vaginal  Operations  for  Large  Fibromata 
(Plan's  Method). 

Candia  {Archiv.  di  Ostet.  e  Gifuc.,  January,  1901)  points  out 
that  the  conservative  tendency  of  modern  surgery  is  nowhere 
more  pronounced  than  in  regard  to  fibromyomata  of  the  uterus 
which,  unless  they  cause  grave  disturbances  and  compromise 
life,  ought  never  to  be  interfered  with.  He  thinks  it  an  obvious 
duty  in  the  treatment  of  uterine  fibromyomata,  before  resorting 
to  surgical  intervention,  to  try  the  effect  of  all  the  more  innocent 
methods  of  treatment,  especially  the  intrauterine  application 
of  electricity  after  Apostoli's  manner,  and  says  that  P6an*s 
method  has  proved  a  very  valuable  addition  to  gynaecological 
surgery,  and  is  an  innocent  and  rational  procedure  that  may 
safely  be  relied  upon  in  dangers  not  always  to  be  foreseen  and 
in  difficulties  otherwise  insurmountable.  F.  E. 

Malignant  Degeneration  of  Myomata. 

Flatau  reported  to  the  Nuremberg  Society  on  February  21, 
1901  (Muenchener  m.  Wchns.,  1901,  No.  14)  that  in  a  total  of  6,561 
gynaecological  cases  he  had  met  with  104  cases  of  uterine 
myomata,  and  that  5  of  these  had  undergone  malignant 
degeneration. 

(1)  1892,  Il.-para,  of  61  ;  sarcomatous  degeneration  of  a 
submucous  myoma  with  extension  of  the  disease  to  the  uterine 
walls  and  ligaments.    Palliative  excochleation. 

(2)  1898,  V.-para,  of  54;  had  undergone  in  the  preceding 
ten  years  five  bperations  for  the  extirpation  of  constantly 
recurring  submucous  polypoid  myomata.  Myoma  as  large  as 
a  child's  head  in  sarcomatous  degeneration,  with  perforation 
into  the  left  half  of  the  pelvis.    Palliative  operation. 

(3)  1900,  Il.-para,  of  43 ;  ichorous  submucous  myo-sarcoma 
the  size  of  a  fist ;  septicaemia.    Hysterectomy ;  exituSi 

(4)  1900,  Spinster,  of  69 ;  symmetrical  development  of 
myomatous  masses  in  both  horns  of  a  uterus  arcuatus.  Ichor 
and  haemorrhage  for  six  weeks.  Outburst  of  sarcomatously- 
changed  myoma  into  the  cavum  uteri.  Vagino-ventral  hysterec- 
tomy ;  well  at  present. 

(5)  1901,  I. -para,  of  54;  rapid  increase  of  a  tumour  in  the 
left  side  of  the  abdomen ;  pain  and  loss  of  strength.  Myoma 
subserosum  uteri  sarcomatodes.  Laparotomy.  Tumour  com- 
prised (i)  a  partially  softened  subserous  myoma  of  the  size  of 
a  child's  head ;  and  attached  to  this  by  broad  adhesions  (2)  a 
metastasis  in  the  mesentery  of  the  small  bowel,  of  which  the 
centre  was  softened  by  necrosis,  leaving  a  shell  only  2  mm.  thick. 
Palliative  supravaginal  removal  of  the  uterus  and  tumour  and 
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as  much  of  the  metastasis  as  was  possible,  the  rest  being 
stitched  into  the  abdominal  wound. 

Cases  I  and  5  were  spindle-celled,  2  and  3  diffuse  small-celled 
sarcoma,  while  4  was  typical  of  the  alveolar  round-celled  variety. 
In  the  first  3  cases  the  degeneration  had  taken  place  from  with- 
out inwards ;  no  trace  of  uterine  mucosa  could  be  demonstrated. 

In  case  4  the  malignant  process  forced  it$  way  from  a  central 
spot  towards  the  uterine  cavity ;  in  the  fifth  case  the  sarcomatous 
foci  were  distributed  in  the  interior  of  the  myoma,  to  be  recog- 
nised by  their  marrow-like  appearance,  softening  the  central 
foci  with  some  haemorrhages. 

Discussing  the  various  forms  of  malignant  degeneration  of 
myomata,  Flatau  opined  that  most  forms  of  sarcoma  developed 
from  the  cells  of  the  connective  tissue  stroma.  Metaplasia  of 
muscle  cells  into  sarcoma  cells,  that  is  evident  demonstrable 
transition  of  normal  myocytes  into  sarcoma  cells  of  various  size 
and  colour,  with  irregular  nuclear  forms  in  myoblasts  were 
not  to  be  found  in  any  of  his  sections,  but  he  recognises  the 
significance  of  the  specimens  of  Williams  and  Pick.  He  could 
hardly  accept  the  alleged  metaplasia  of  myocytes  into  cancer 
cells,  and  considered  the  carcinomatous  degeneration  of  myo- 
fibromata  to  be  secondary,  either  by  growth  of  the  epithelial 
surface  (mucosa)  into  the  myoma,  or  by  cancerous  proliferation 
of  epithelial  elements  of  misplaced  fragments  of  organs,  such  as 
have  frequently  been  demonstrated  in  myomata  and  fibromata, 
and  particularly  in  such  growths  in  the  edges  and  corners  of  the 
uterus.  The  prognosis  of  clinically  evident  malignant  degenera- 
tion is  bad,  but  its  frequency  should  not  be  over-estimated  nor 
premature  conclusions  be  drawn  from  the  self-evident  accumula- 
tion of  atypical  cases  in  hospitals,  as  to  the  biological  behaviour 
of  myomatous  new  growths  in  general.  On  this  account  Flatau 
would  not  recognise  malignant  degeneration  as  having  any 
special  influence  on  the  indications  for  operations  for  myomata. 

Commencing  Cancroid  of  the  Portio  and  the  Mode  of 
Extension  of  Cervical  Cancer. 

Von  Franque  (Zeits.  f.  Gehurtsh,  u.Gyndk.,  Bd.  xliv.,  S.  173), 
with  the  object  of  deciding  whether  the  opinion  now  freely 
advanced  that  partial  operations  for  carcinoma  portionis  uteri 
should  be  altogether  abandoned,  is  justified  by  anatomical  facts, 
carefully  examined  thirty-four  uteri,  making  of  several  a  series  of 
transverse  sections  from  portio  to  fundus.  Most  of  the  specimens 
were  cancroid  of  the  portio  and  therefore  of  special  interest  for 
the  question  stated,  as  this  form  of  the  disease  may,  under 
some  circumstances,  be  dealt  with  by  partial  operations  which 
a  priori  are  inadequate  in  carcinoma  of  the  cervix. 
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The  grave  dangers  of  panhysterectomy  undoubtedly  make 
it  desirable  to  perform,  in  preference  to  it,  a  supravaginal 
amputation  in  all  cases  in  which  pathological  *  anatomy  has 
shown  that  such  an  amputation  offers  an  equal  prospect  of 
success,  and  in  commencing  cancroid  of  the  portio  this  is  the 
case.  The  diagnosis  of  such  cancroid  depends  on  the  following 
conditions: — (i)  The  new  growth  must  be  confined  to  the 
superficial  and  external  part  of  the  portio ;  (2)  in  its  area  and 
depth  the  new  growth  must  be  of  a  moderate  extent,  and  this 
is  not  an  easy  matter  to  decide  by  clinical  examination  ;  (3)  it 
must  be  absolutely  certain  that  the  new  growth  has  not  yet 
found  its  way  into  the  cervical  canal,  for  once  this  has  taken 
place  we  cannot  be  sure  that  the  disease  may  not,  here  and 
there,  have  crept  unexpectedly  far  over  the  mucosa  into  the 
uterus. 

After  discussing  the  various  ways  by  which  carcinoma  may 
extend  from  the  cervix  to  the  corpus  uteri,  the  author  draws  the 
following  noteworthy  conclusions  : — The  continuous  advance  of 
carcinoma  from  the  collum  to  the  corpus  along  the  lymph 
channels  described  by  Seelig,  but  only  to  be  demonstrated  by 
microscopical  examination,  need  not,  as  regards  cancroid  of  the 
portio  in  its  early  stage,  enter  into  our  consideration  ;  even  in 
cases  of  longer  standing  such  a  mode  of  extension  is  rare. 
When,  though  apparently  superficial,  the  cancroid  is  of  some 
extent,  we  must  always  reckon  with  the  possibilty  of  its  having 
crept,  of  course  continuously,  over  the  mucosa  ;  from  an  obser- 
vation of  the  kind  he  further  concludes  that  partial  operation 
on  the  uterus  should  not  be  thought  of  once  a  cancroid  of  the 
portio  has  extended  beyond  the  external  os,  and  still  less  if  it 
has  done  so  all  round.  Metastases  from  the  collum  to  the 
uterine  walls  are  uncommon  and  do  not  occur  till  late.  Supra- 
vaginal amputation  of  the  uterus  in  commencing  cancroid  of 
the  portio  is  justified,  not  merely  by  the  investigation  of  these 
uteri,  but  also  by  the  consideration  of  the  more  advanced 
cases,  and  is  supported  by  that  of  the  extreme  ones,  for  even 
in  these  last,  a  non-continuous  attack  upon  the  corpus  is 
quite  exceptional.  The  normal  conditions  of  the  blood  and 
lymph  circulations  completely  favour  such  supravaginal  ampu- 
tations in  the  early  stages  of  cancroid.  Ries  and  others,  who 
claim  that  in  every  case  of  cancer  the  abdomen  should  be  opened 
and  the  pelvic  lymphatics  included  in  the  extirpation,  on  the 
ground  that  they  are  invariably  already  infected,  are  wrong. 
Until  the  contrary  is  proved  we  may  assert,  on  anatomical  data, 
that  these  glands  are  not  so  infected  in  commencing  cancroid 
of  the  portio  vaginalis. 
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A  Case  of  Multiple  Metastases  of  a  Primary  Flat- 
Celled  Epithelioma,  by  Inoculation  of  the  Mucosa 
OF  the  Corpus  Uteri, 

KuNZE,  Jena  {Hegar*s  Beitrdge  z.  Geh,  u,  Gyn,,  Bd.  iv.,  Heft  i), 
after  recounting  the  known  cases  of  flat-celled  epithelioma  of 
the  corpus  uteri,  reports  that  in  a  VI I. -para,  aged  54,  vaginal 
extirpation  was  performed  for  a  cervical  carcinoma  extending 
from  the  middle  of  the  cervix  up  to  the  internal  os.  The  entire 
cavity  was  bestrewn  with  pin's  head  prominences,  which  were 
cancroid  new  growths.  The  lower  part  of  the  cervix  showed 
normal  scaly  epithelium ;  deeply  penetrating  flat-celled  epithe- 
lioma, breaking  down  m  the  middle  part  and  to  a  less  marked 
degree  in  the  upper  part,  aflfected  the  rest  of  the  cervical  canal. 
In  the  cavity  the  scaly  epithelium  was  spread  out  in  a  layer  of 
uniform  thickness,  into  which  were  implanted  small  processes  of 
mucosa  infiltrated  with  small  cells.  Kunze  supposes  a  casting- 
off  of  portions  of  the  cancer  at  the  internal  os  closed  by  pro- 
liferation, and  consequent  dissemination  in  the  cavum. 

Cancer  (Inoperable). 

Stapler  {Wiener,  m.  Wchns.^  1901,  No.  3)  condemns  the 
operation  proposed  by  Jonescu,  of  abdominal  section  and  ligature 
of  all  vessels  directly  or  indirectly  supplying  the  uterus  with 
blood,  with  the  idea  of  inducing  atrophy  of  the  cancerous  uterus, 
and  declares  that  if  after  such  an  operation  a  collateral  circu- 
lation was  not  established  we  should,  not  have  atrophy  but 
gangrene.  If  a  case  of  cancer  is  beyond  radical  operation,  no 
such  extreme  and  useless  intervention  can  be  justified,  especially 
as  the  scraping  and  cauterisation  of  the  uterine  cavity  with  30 
per  cent,  solution  of  chloride  of  zinc,  or  with  fuming  nitric  acid, 
is  a  measure  innocent  in  itself  and  giving  great  relief. 

Cancer  of  the  Uterus  and  its  Surgical  Treatment. 

Jordan,  Heidelberg  (30th  Congress  of  the  German  Surgical 
Society,  Berlin,  April  12,  1901),  opening  the  discussion,  said : 
Of  the  operations  proposed  for  the  radical  cure  of  uterine 
cancer,  those  involving  the  perineal  and  sacral  regions  are  now 
almost  entirely  abandoned;  the  former  because  they  furnish 
but  difficult  access  to  the  seat  of  the  disease,  the  latter  because 
their  relative  large  mortality  is  not  compensated  for  by  real 
advantage.  The  operations  in  use  are  those  by  the  abdominal 
route,  as  recommended  by  Freund,  and  those  by  the  vagina, 
originally  proposed  by  Czerny. 

For  some  time  vaginal  hysterectomy  was  universally  adopted 
owing  to  its  safety,  but  the  frequency  of  recurrence  after  it  has 
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led  some  operators  to  return  to  the  abdominal  operation.  This 
development  has  been  received  with  some  enthusiasm  in  France, 
but  most  German  surgeons  have  adhered  to  vaginal  hysterec- 
tomy, the  absolute  superiority  of  the  abdominal  operation  not 
having  yet  been  demonstrated.  It  is,  therefore,  well  to  compare 
the  two  methods  on  the  basis  of  the  results  hitherto  obtained 
by  the  partisans  on  either  side. 

The  vaginal  operation,  which  is  still  practised  in  Czerny's 
clinic,  has  a  mortality  of  about  5  per  cent. ;  the  number  of 
radical  cures,  that  is  to  say,  permanent  at  least  five  years, 
according  to  the  statistics  furnished  by  the  Berlin  Gynaecological 
clinic,  amounts  to  about  33  per  cent.,  and  the  proportion  of 
cures  of  cancers  of  the  cervix  and  corpus  uteri  only  is  still  larger, 
for  malignant  growths  of  the  portio  vaginalis  are  more  fatal 
These  results  being  equal,  if  not  superior,  to  those  of  operations 
for  cancer  of  the  breast,  with  clearing  out  of  the  axilla,  there 
would  seem  a  priori  to  be  little  chance  of  improving  them 
considerably. 

Any  operation  to  be  more  complete  than  those  now  at 
our  disposal  should  provide  for  more  extensive  extirpation  of  the 
vaginal  fornices  in  cases  of  cancer  of  the  portio,  and  of  the 
parametrium  and  lymphatic  glands  in  cancers  of  the  cervix  and 
corpus.  As  regards  the  ablation  of  the  fornices  the  abdominal 
operation  offers  no  advantages;  the  extirpation  of  the  pelvic 
connective  tissue  is,  even  when  not  infiltrated  by  new  growth, 
a  matter  of  considerable  difficulty  by  either  route.  On  the  other 
hand,  if  the  broad  ligaments  are  involved  by  the  cancerous 
growth,  the  operation  is  not,  in  my  opinion,  more  difficult  by 
one  than  by  the  other,  unless  the  neoplasm  has  extended  to  the 
lateral  walls  of  the  pelvis,  when  intervention  is  altogether  useless. 

Extirpation  of  the  glands  can  only  be  done  from  the  abdomen. 
At  the  same  time  the  evidence  up  to  the  present  seems  to  show 
that  in  uterine  cancer  the  invasion  of  the  glands  is  a  late  occur- 
rence, and  also  that  it  is  very  irregular,  and  that  sometimes  the 
glands  are  merely  swollen  and  not  cancerous.  I  am  therefore 
inclined  to  believe  that  extirpation  of  the  glands  cannot  be  really 
of  use  unless  it  be  complete  and  systematic,  and  therefore  so 
serious  an  intervention  that  its  gravity  would  not  be  compen- 
sated for  by  its  advantages.  As  a  matter  of  fact,  the  mortality 
of  the  abdominal  operation  varies  between  20  and  30  per  cent., 
and  as  far  as  one  can  judge  at  present  the  definite  results  do  not 
appear  to  be  any  better  than  those  of  the  vaginal  operation.  I 
therefore  conclude  that  vaginal  hysterectomy  is  the  operation  of 
choice,  and  that  abdominal  extirpation  is  indicated  only  when 
the  uterus  is  too  large  to  be  removed  by  the  vagina. 

ScHUCHARDT,  Stettin,  concurring  that  the  vaginal  operation 
was  the  one  of  choice,  said  :  I  have  employed  the  paravaginal 
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incision,  which  I  suggested  seven  years  ago,  in  sixty  cases  with 
an  operative  mortality  of  12  per  cent.  This  relatively  high 
mortality  must  be  attributed,  not  to  the  paravaginal  incision, 
which  I  have  proved  by  many  operations  on  non-malignant  cases 
is  absolutely  harmless,  but  to  my  adopting  much  wider  indica- 
tions for  operation  than  most  surgeons.  The  incision,  I  may 
add,  should,  after  outlining  the  rectum,  approach  as  near  as 
possible  the  median  line,  so  as  to  divide  the  perineal  body  in 
half. 

My  results  have  been  in  easy  cases  80  per  cent,  of  cures, 
37  per  cent,  in  complicated  ones,  and  14  per  cent,  in  those  which 
were  very  difficult.  The  average  for  one  year  after  the  opera- 
tion is  36-3  per  cent.,  for  two  years  357  per  cent.,  and  for 
interventions  dating  five  years  back  30  per  cent.  The  number 
of  cures  (five  years)  calculated,  not  on  the  number  of  cases 
operated  upon  but  on  the  total  number  coming  under  treatment, 
is  24  per  cent.  This  percentage  is  better  than  any  results 
hitherto  published,  though  of  late  years  I  have  operated  in  61 
per  cent,  of  all  cases  coming  under  my  care,  a  larger  proportion 
than  other  German  surgeons,  and  in  spite  of  accepting  wide 
indications  for  operation,  thanks  to  the  very  radical  measures 
allowed  by  the  paravaginal  incision,  I  have  obtained  better 
results  as  regards  permanent  cure. 

DoEDERLEiN,  TQbiugen,  also  expressed  himself  as  a  partisan 
of  the  vaginal  method,  describing  his  own  technique  as  follows : 
— I  draw  the  cervix  forcibly  forwards  with  two  forceps  and 
incise  the  posterior  cul-de-sac  with  a  pair  of  scissors,  at  once 
opening  the  pouch  of  Douglas.  I  enlarge  the  incision  back- 
wards in  the  vagina  and  upwards  in  the  uterus,  and  then  placing 
my  forceps  successively  one  above  the  other,  turn  the  uterus 
upside  down,  and  bringing  it  to  the  vulva,  divide  it  into  two,  in 
the  way  done  by  Muller.  By  this  method  the  detachment  of 
the  bladder  is  effected,  as  it  were,  spontaneously,  the  connective 
tissue  between  it  and  the  uterus  not  being  at  all  dense,  and  there 
is  no  danger  of  injuring  the  bladder  itself.  Then  pushing  back 
the  base  of  the  bladder  and  ureter  from  each  half  of  the  uterus 
with  the  finger,  the  extirpation  is  easily  completed. 

Olshausen,  Berlin,  said :  I  agree  with  most  of  M.  Jordan's 
remarks  and  concur  with  him  in  preferring  vaginal  hysterectomy. 
Until  lately  I  did  not  operate  when  the  cancer  extended  beyond 
the  uterus,  but  I  now  accept  somewhat  wider  indications  and 
intervene  in  about  50  instead  of  31  per  cent,  of  all  cases  I  see. 
Recurrence  is  not  uncommon  between  the  third  and  fifth  years, 
but  very  rare  later ;  I  have,  however,  met  with  one  such  at  the 
end  of  twelve  years.  I  find  that  operating  on  50  per  cent,  of  all 
cases  forty-seven  survive  the  operation  and  eighteen  are  free 
from  recurrence  five  years  after  it.    The  abdominal  route  1 
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employ  only  when  vaginal  operation  is  impossible.  Schuchardt's 
paravaginal  incision  I  employ  but  seldom,  and  do  not  think  it 
required  in  more  than  3  to  4  per  cent,  of  the  cases.  Doederlein's 
method  seems  to  be  an  advance  in  technique,  though  I  am  not  a 
partisan  of  systematic  bisection  of  the  uterus  ;  when  the  cancer 
can  be  easily  disinfected  that  method  is  useful,  but  if  the  uterine 
cavity  contain  any  purulent  matter  there  is  danger  of  septic 
infection  that  may  be  fatal.  The  detachment  of  the  bladder, 
moreover,  is  far  from  easy  when  the  cancer  encroaches  on  the 
vesical  wall,  and  then  Doederlein's  method  might  not  prevent  an 
involuntary  lesion  of  the  bladder  wall. 

Martin,  Greifswald  :  I  think  with  M.  Jordan  that  the 
extirpation  of  the  ganglia  has  not  compensating  advantages.  I 
believe  not  only  in  vaginal  operations  but  also  strongly  in  M. 
Schuchardt's  paravaginal  incision.  The  detachment  of  the 
bladder  may  offer  difficulty,  even  where  there  is  no  cancerous 
adhesion,  in  the  relatively  large  number  of  cases  in  which  that 
organ  is  widely  adherent  to  the  anterior  wall  of  the  uterus. 

Wertheim,  Vienna,  said  :  For  the  last  two  years  and  a 
half  I  have  invariably  operated  by  the  abdomen  and  removed 
the  ganglia,  believing  that  the  best  method  to  augment  the 
chances  of  radical  cure.  I  have  treated  in  this  way  fifty  cases, 
but  they  are  too  recent  to  found  any  definite  conclusions  upon 
them  :  even  though  convinced  that  some  recurrences  will  take 
place,  I  have  as  yet  not  met  with  any.  The  mortality  was  high  ; 
in  the  first  series  of  thirty  operations  I  had  eleven  deaths,  in  the 
second  series  of  twenty  only  three.  Two  of  the  deaths  were 
due  to  necroses  of  the  ureters,  no  doubt  due  to  a  too  extended 
isolation  of  these  canals ;  I  have,  however,  modified  my  technique 
in  that  respect,  and  have  a  firm  hope  that  the  mortality  of  the 
operation  in  my  hands  will  diminish  to  a  considerable  further 
extent.  The  removed  ganglia  were  in  all  cases  submitted  to 
minute  examination  and  in  eighteen  found  to  be  cancerous, 
though  to  the  naked  eye  they  did  not  appear  to  be  so.  I  attach, 
however,  greater  importance  to  the  extirpation  of  the  tissue  of 
the  broad  ligaments  than  to  that  of  the  ganglia,  for  it  is  in  the 
former  that  recurrence  most  frequently  occurs. 

Freund,  Strasburg,  said  that  to  compare  the  two  methods 
impartially  the  same  surgeon  ought  to  perform  them  indifferently 
without  choosing  easy  cases  for  the  one  and  inoperable  cases  for 
the  other.  He  did  not  think  that  the  abdominal  operation 
should  be  abandoned  now  that  in  the  case  of  cancers  of  other 
organs  our  aim  is  to  perfect  the  technique  of  extirpating  the 
ganglia  ;  uterine  cancer  should  be  treated  on  the  same  principles 
as  all  other  malignant  neoplasms. 
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Is  Vaginal  Extirpation  of  the  Uterus  an  Operation 
Sufficiently  Radical  for  Uterine  Cancer  ? 

Winter  {Ztih,  f.  Geb»  u.  Gyn.^  Bd.  xliii.,  S.  509),  discussing 
the  above  question,  points  out  that  whatever  advantages  may 
be  claimed  for  the  abdominal  operation  recently  advocated  on 
theoretical  grounds  in  certain  quarters,  its  immediate  results  are 
by  no  means  as  good  as  those  of  vaginal  hysterectomy,  and 
that  while  its  mortality  is  20  per  cent,  in  place  of  5  per  cent., 
its  ultimate  results  are  not  yet  ascertained. 

Vaginal  hysterectomy  is  a  much  more  serious  affair  in 
cancerous  than  in  any  other  cases,  and  this  Winter  attributes 
to  the  numerous  micro-organisms  which  are  harboured  by  the 
new  growth  ;  he  therefore  insists  that  the  operation  must  be 
preceded  by  curettage  and  energetic  cauterisation.  Patients 
may  in  his  opinion  be  considered  cured  in  whom  there  has  been 
no  recurrence  at  the  end  of  five  years,  and  such  was  the  case  in 
85  of  260  women  who  survived  the  operation  at  Berlin.  He 
therefore  concludes  that  when  the  cancer  is  limited  to  the 
uterus,  vaginal  hysterectomy  will  cure  about  one  third  of  those 
affected. 

When  the  disease  extends  beyond  the  uterus  success, 
though  possible,  is  extremely  rare,  and  for  such  cases  vaginal 
hysterectomy  cannot  be  termed  a  radical  operation.  The 
paravaginal  incision  is  a  technical  improvement  when  the 
parametrium  is  affected.  Pressure  forceps  have  no  advantages 
over  ligatures.  As  regards  the  permanence  of  the  result  one 
can  make  no  assertion. 

The  precautions  hitherto  adopted  to  prevent  inoculation 
during  the  operation  have  proved  insufficient,  and  extirpation 
by  the  actual  cautery,  though  desirable  for  that  object,  is 
dangerous  to  the  neighbouring  organs. 

As  a  palliative  measure,  hysterectomy  is  too  serious  an 
operation  and  he  prefers  ablation  of  the  collum,  or  if  the  organ 
is  absolutely  fixed,  the  use  of  the  curette  or  thermo-cautery. 

Winter  points  out  that,  to  estimate  the  exact  proportion  of 
uterine  cancers  that  are  curable,  we  must  take  into  account 
the  proportion  of  cases  operated  on,  as  well  as  the  number  of 
cures.  At  Berlin,  before  1892,  287  per  cent,  of  all  cases  of 
uterine  cancer  were  operated  upon,  and  of  these  33-0  per  cent, 
were  cured,  or  only  9*5  per  cent,  of  the  whole ;  at  the  present 
time  about  48*0  per  cent,  of  all  the  cases  undergo  operation, 
and  the  same  operative  success  would  imply  16  0  per  cent,  of 
all  cases  to  be  curable.  Whether  abdominal  hysterectomy  can 
give  better  results  than  these  it  remains  for  the  future  to  show. 
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Utbrine  Cancer;  the  Ultimate  Results  of  Vaginal 
Panhysterectomy. 

Rbipen,  Halle  (Hegar^s  Beitrdge  x,  Geh,  u.  Gyn.y  Bd.  iv., 
Heft  I),  in  a  critical  examination  of  303  cases  submitted  to 
radical  operation  by  Kaltenbach  and  Fehling,  concludes  that 
after  a  freedom  from  any  recurrence  for  three  years  a  cure  may 
be  relied  on.  The  cases  comprised  173  cervical  carcinomata, 
77  limited  to  the  portio,  8  affecting  cervix  and  portio,  and  23 
cases  of  cancer  01  the  body  of  the  womb.  The  age  of  the 
patients  varied  from  18  to  67,  and  all  but  7  had  borne  children. 
About  one-third  of  all  carcinomatous  cases  were  operated  on,  4 
only  by  the  combined  abdomino-vaginal  method,  all  the  others 
by  the  vagina ;  Freund's  operation  had  not  been  done  at  all. 
Accidental  injuries  happened  in  8*91  per  cent,  and  6*6  per  cent, 
died  in  consequence  of  the  operation.  There  was  no  recurrence 
in  25*14  per  cent,  of  all  cases,  and  none  in  75*0  per  cent,  of  those 
C.  corporis  uteri.  Freund's  operation  is  not  to  be  recom- 
mended ;  moreover,  recurrence  is  found  not  in  the  glands  but 
in  the  cicatrix. 

Lewers  {Lancet,  January  5)  gives  the  final  results  of  40 
successive  cases  of  vaginal  hysterectomy  for  carcinoma;  14 
cases  remain  free  from  recurrence  (the  malignant  nature  of 
2  rather  doubtful)  two  to  seven  years.  He  rejects  the  operation 
for  cases  considerably  advanced ;  altogether  when  the  broad 
ligaments  are  involved.  After  detaching  the  cervix  he  uses  the 
thermo-cautery  to  the  wounded  surface. 

Deciduoma. 

PoLANO,  Greifswald  Medical  Society,  February  2,  1901 
(Miinchemr  w.  Wchns,  1901,  No.  11),  concurs  with  Marchand 
that  the  hydatid  mole  arises  from  a  rank  proliferation  and 
dropsical  degeneration  of  the  ectoderm,  which  penetrates  deeply 
without  involving  the  maternal  vessels  in  sympathetic  lesion. 
The  stroma  of  the  villi  is  entirely  passive,  becomes  necrotic 
and  is  removed  by  serous  transudation.  Deciduoma  malignum, 
in  the  typical  form,  is  only  to  be  differentiated  therefrom  by 
the  erosion  of  the  vessels  on  the  part  of  the  overgrown 
ectoderm  and  the  consequent  occurrence  of  metastases.  The 
diagnosis  depends  rather  on  clinical  observation  than  on  the 
microscope;  the  treatment  upon  prompt  radical  extirpation. 
Polano  would  classify  deciduoma  with  carcinoma,  though  it 
differs  therefrom  in  the  following  points :  (i)  The  malignant 
proliferation  of  cells  from  one  individual  ^the  foetus)  into 
another  (the  mother) ;  (2)  its  mode  of  extension  through  the 
blood-vessels ;  (3)  the  stroma  being  in  no  way  involved. 
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Syncytioma  Malignum  and  its  Connection  with  the 
Hydatid  Mole. 

KwoROSTANSKY,  Zurich  {Afchiv,  /.  G^».,  Bd.  Ixii.,  S.  69), 
declares  that  Langhan's  cells  and  syncytium  are  identical,  and 
that  the  latter  can  be  formed  from  the  former.  The  hydatid 
mole  is,  as  it  were,  a  hyperplastic  placenta;  syncytioma 
malignum  is  a  further  stage  of  the  hydatid  mole.  He  quotes 
three  cases ;  in  one  the  woman  with  an  hydatid  mole  remained 
perfectly  healthy  after  it  had  been  thoroughly  removed  ;  of  two 
others  with  syncytioma  malignum,  one  died  as  if  from  pyaemia, 
before  a  radical  operation  could  be  performed,  the  other,  four 
to  five  months  after  vaginal  total  extirpation,  is  quite  well.  It 
is  worth  noting  that  in  both  malignant  cases  the  uterus  had 
been  curetted  for  haemorrhage,  respectively  nine  and  four  to  five 
weeks  before  the  second  intervention,  upon  which  the  micro- 
scopical diagnosis  depended.  In  both  cases  the  dthris  of  the 
first  ciurettement  had  been,  macroscopically,  free  from  suspicion, 
and  therefore  had  not  been  further  examined. 

Winkler,  Breslau  {Jhid,,  S.  366)  declares  in  contradiction 
to  v.  d.  Hoeven  (British  GYNiEcoLOGiCAL  Journal,  vol.  xvi.. 
Summary,  p.  199)  that  the  syncytium  arises  from  the  maternal 
decidua.  Langhan*s  cells  form  the  foetal  ectoderm  ;  the  clinical 
aspect  of  the  disease  and  the  importance  of  prompt  intervention 
is  not  so  disputed. 

Brothers  {Amtr.  Jour.  Obst.f  January,  1901)  reports  the 
following  case :  The  patient,  aged  24,  in  June,  1899,  had  an 
eight  weeks'  miscarriage,  and  in  June,  1900,  such  severe  flooding 
after  delayed  menstruation  that  her  doctor  curetted  her.  The 
haemorrhage  came  on  again  two  and  a  half  weeks  later  and 
persisted  on  and  off  till  she  came  to  the  hospital  on  August  21. 
Curetting  was  done  by  Professor  Boldt,  and  a  small  suspicious 
mass  removed,  which  was  pronounced  to  be  of  myxomatous 
structure.  She  remained  well  till  the  end  of  September,  but  then 
had  profuse  haemorrhage ;  carbolic  acid  was  appUed  to  the 
uterine  cavity  several  times,  but  with  no  avail.  On  October  25 
she  again  had  severe  haemorrhage,  and  Brothers  did  a  vaginal 
hysterectomy  under  intraspinal  injection  of  cocaine.  A  nodule 
of  new  growth  projecting  from  the  endometrium  was  examined 
by  Professor  H.  T.  Brooks  and  pronounced  to  be  deciduoma 
malignum."  J.  F.  J. 

Ovarian  Cancer  and  the  Results  of  its  Surgical 
Treatment. 

Estor  and  Puech  {Rev.  de  Gyn.  et  de  Chir,  Abdom,,  December, 
1900)  have  collected  372  published  cases  of  the  total  or  partial 
extirpation  of  malignant  ovarian  neoplasms.    Among  them  are 
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included  a  certain  number  of  vegetating  cystomata  classified  as 
carcinomatous  papillary  tumours  or  adeno-carcinomata^  as  well  as  car- 
cinoma,  sarcofnata,  epitluliomata  (which  they  look  on  as  a  form  of 
sarcoma),  teratomata^  the  malignity  of  which  they  consider  doubt- 
ful, and  finally  cancerous  papillomata. 

On  the  whole,  among  the  372  cases  there  were  265  recoveries 
and  107  deaths,  a  mortality  of  28  per  cent. ;  but  before  the 
adoption  of  antiseptics  in  1881  the  mortality  was  52  per  cent. ; 
between  1881  and  1890,  26  per  cent. ;  and  since  1891  only  21 
per  cent.  The  fatality  of  the  operations  is  to  be  principally 
attributed  to  the  frequent  occurrence  in  cancerous  cases  1  of 
adhesions,  which,  as  in  all  other  tumours,  greatly  increase  the 
dangers  of  intervention. 

Only  176  cases  are  available  for  the  study  of  the  remote 
results,  the  fate  of  89  not  being  known.  Of  the  176,  sooner  or 
later  104,  or  59  per  cent.,  suffered  from  recurrence,  while  72 
were  free  from  such  when  last  seen.  In  about  one  half  of  the 
cases  recurrence  took  place  within  three  months,  and  in  a  third 
more  within  twelve,  so  that  a  total  of  81  per  cent,  of  the  cases 
which  recovered  from  the  operation  were  again  attacked  by  the 
disease  in  less  than  a  year. 

Of  the  72  women  in  whom  recurrence  was  not  observed,  28 
were  under  observation  for  less  than  a  year,  16  others  for  less 
than  three  years,  and  28  for  three  years  at  least,  the  term  which 
may  be  considered  to  constitute  a  cure  sufficiently  prolonged,  if 
not  definitely  permanent.  It  seems,  therefore,  that  nearly  16 
per  cent,  of  the  women  who  survived  the  operation  and  re- 
mained under  observation  had  no  return  of  the  disease  for  three 
years.  Moreover,  among  these  women  4  were  cured  for  fifteen 
years  or  more,  6  for  more  than  ten,  and  7  for  more  than  five. 

Prolonged  survival  without  recurrence  was  much  more 
common  in  sarcomatous  cases  (12  per  cent.)  than  in  carcino- 
matous (3*2  per  cent.).  Moreover,  all  the  cases  that  so  endured 
for  more  than  ten  years  had  been  ones  of  sarcoma. 

The  results  show  that  surgical  intervention  is  justified  in 
malignant  ovarian  growths  when  there  is  no  special  contra- 
indication. No  operation  is,  however,  justified  unless  clinical 
examination,  and,  if  necessary,  exploratory  laparotomy,  has 
proved  the  possibility  of  total  exeresis.  If  the  connection  of 
the  new  growth  with  neighbouring  organs  is  too  intimate,  or 
if  metastases  are  present,  one  should  abstain,  or  even  if  cachexia 
suggests  the  generalisation  of  the  disease. 

Primary  Tuberculosis  of  the  Female  Genitals. 

JoRFiDA  {La  Riforma  Medica,  No.  240,  1900)  writes :  In  1879 
Corssil  described  a  case  of  tubercular  ulceration  of  the  vagina, 
and  later,  in  1883,  Babes  found  Koch's  bacillus  in  the  vaginal 
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secretion.  Other  cases  have  been  since  reported,  two  such,  by 
Demme,  are  interesting  as  affecting  children,  aged  respectively 
13  and  7  months.  In  Italy,  also,  this  important  question  has  met 
with  much  attention.  A  case  of  tubercular  infection  during  the 
puerperium  is  reported  by  Jorfida  himself,  but  the  true  cause  of 
the  infection  was  not  suspected. 

Geil  found  that  in  45  cases  of  tubercular  disease  of  the  uterus 
the  vagina  was  not  implicated  except  in  three.  Tuberculosis 
of  the  vagina  may  manifest  itself  either  in  the  miliary  or  the 
ulcerative  form.  The  commencement  and  growth  of  the  condi- 
tion is  slow.  The  cure  is  not  simple  nor  definite,  and  the 
results  are  not  always  good. 

AjELLo  {ihid,)  has  investigated  a  case  of  primary  tuberculosis 
of  the  cervix  uteri  which  had  been  diagnosed  by  a  distinguished 
gynaecologist  as  carcinoma  of  the  cervix.  Under  the  micro- 
scope the  principal  characteristics  to  be  noted  were  the  aggrega- 
tion of  small  nodules  formed  of  epitheloid  cells  with  one  or 
two  giant  cells  in  the  centre,  or  by  typical  tubercles,  the 
absence  of  caseation  and  necrosis,  and  the  excessive  rarity  of 
tubercle  bacilli. 

A  further  important  fact  was  that,  wherever  the  tubercle 
was  most  advanced  the  new-formed  connective  tissue  was  more 
prominent. 

To  explain  this  two  sets  of  causes  maybe  suggested  :  (i)  the 
bacilH  were  not  sufficiently  virulent  or  their  virulence  might 
have  been  attenuated.  The  absence  of  lymphadenitis  is  also 
in  favour  of  such  attenuation.  Many  experiments  have  been 
reported  which  would  support  these  views.  (2)  The  seat  of  the 
disease  was  ill-adapted  for  the  development  of  tubercle  bacilli, 
as  is  shown  by  the  rarity  with  which  tubercle  affects  the  portio- 
vaginalis. 

Another  peculiarity  disclosed  by  histological  examination 
was  the  co-existence  of  glandular  changes,  ranging  from  typical 
proliferation  to  microcystic  degeneration.  As  no  tubercular 
lesions  were  to  be  found  in  any  of  the  other  organs  the  author 
was  justified  in  diagnosing  primary  tubercle  of  the  cervix  uteri. 

F.  E. 

Tuberculosis  of  the  Female  Genital  Organs  and  of  the 

Peritoneum. 

SiPPEL,  Frankfort  {Deutsche  med,  Wchns.,  1901,  No.  3),  attri- 
butes the  cures  of  tuberculous  peritonitis  by  laparotomy  to  the 
local  hyperaemia  caused  by  opening  the  abdomen  being  followed 
by  the  formation  of  a  curative  serum.    He  reports  several  cases. 

Baumgart  {ibid.,  Nos.  2  and  3)  also  reports  36  cases,  and 
draws  the  following  conclusions :  In  the  operative  treatment 
of  tuberculous  peritonitis,  vaginal  coeliotomy  is  at  least  as 
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beneficial  as  abdominal,  and  is  a  more  practical  operation 
attended  with  less  risk.  When  laparotomy  is  performed,  a 
short  incision  in  the  linea  alba  is  better  than  a  long  one.  Rectal 
examination  is  valuable,  not  only  as  an  aid  in  diagnosis,  but  for 
the  control  of  the  course  of  the  cure.  Both  the  dry  and  the 
ascitic  form  of  tuberculous  peritonitis  are  amenable  to  operative 
treatment. 

Salpingitis  Bilateralis  Tuberculosa  (?)  cured  by  Ligature 
OF  THE  Ovarian  Arteries. 

LiNDFORS,  Upsala  (Centralb.  f.  Gyn.,  1900,  No.  41),  records 
the  following  case :  A  maid  of  20  years  old  was  admitted  to 
the  Klinic  with  bilateral  tumours  of  the  adnexa  and  fever,  and 
a  diagnosis  was  made  of  salpingo-oOphoritis  bilateralis  subacuta. 
On  laparotomy  Lindfors  found  that  the  tumours  consisted  of  the 
swollen  and  sausage-shaped  tubes,  whose  anterior  surfaces  were 
bestrewn  with  reddish-grey  miliary  knots.  An  exploratory  in- 
cision and  microscopical  examination  was  not  undertaken,  and 
as  the  tumours  were  closely  bound  down  to  the  ovaries,  intes- 
tines and  pelvic  peritoneum,  instead  of  extirpation,  Lindfors 
ligatured  the  ovarian  vessels  in  the  way  proposed  by  v.  Antal 
for  inoperable  myomata,  and  with  brilliant  success,  cure  being 
complete  in  four  weeks,  and  ascertained  to  be  permanent  two 
years  later.  Lindfors  himself  draws  attention  to  the  fact  that 
the  diagnosis  of  tubercle  was  not  determined  by  histological 
examination,  and  that,  as  is  well-known,  a  simple  laparotomy 
may  cure  tuberculous  peritonitis. 

Osteomalacia  and  the  Ovary. 

FiNZi  {Ann,  di  Ost.  e  Gin.,  1901,  No.  2)  recalls  the  fact  that 
Bulius  (Hegar's  Beitrdge  z.  Geh.  u.  Gyn.,  Bd.  i..  Heft,  i)  con- 
cluded irom  careful  examination  of  six  ovaries  removed  from 
osteomalacic  patients,  that  neither  as  regards  the  vessels  of 
the  hilum,  the  hyaline  degeneration,  or  the  follicular  atresia, 
are  the  changes  macroscopical  or  microscopical  at  all  constant, 
and  therefore  that  it  is  not  possible  to  diagnose  osteomalacia 
from  any  changes  to  be  found  in  the  ovaries.  None  of  the 
theories  advanced  to  explain  the  disease  are,  in  his  opinion, 
satisfactory. 

ScHARFE  {Ibidf  Bd.  iii.,  Heft.  3)  says  that  the  term  •*  osteoma- 
lacic ovaries  "  is  unwarranted  by  any  histological  changes  to 
be  found  with  any  reasonable  degree  of  constancy  in  the  ovaries 
of  osteomalacic  patients.  He  has  himself  examined  four  ovaries 
from  non-pregnant  women  on  whom  vaginal  metro-salpingo- 
odphorectomy  had  been  performed,  and  two  from  cases  of 
Porro's  operation,  and  could  find  nothing  to  differentiate  the 
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first  from  the  second  class,  nor  any  evident  hyaline  degenera- 
tion of  the  vessel  walls,  nor  any  excessive  vascular  growth. 

These  results  confirm  the  views  advanced  by  Professor 
Truzzi  in  1898  in  his  work  "On  the  Processes  of  Angio- 
dystrophia  in  the  Ovaries  of  Osteomalacic  Women,"  and  are 
a  bar  to  any  of  the  lesions  in  the  ovary  hitherto  described 
being  received  as  specific  of  osteomalacia.  Even  hyaline  de- 
generation of  the  vessel  walls,  which  seems  to  be  the  least 
inconstant  of  any  of  the  lesions  found  in  the  ovaries  of  osteo- 
malacic women,  is  in  no  way  characteristic,  but  according  to 
Truzzi  identical  with  that  secondary  to  such  disorder  of  circu- 
lation as  is  found  alike  in  the  ovaries  of  women  deformed  by 
osteomalacia,  or  affected  with  uterine  fibromyomata  or  pelvic 
varicocele,  that  is  to  say,  in  all  cases  of  chronic  stasis  in  the 
circulation  of  the  appendages.  F.  £. 

Origin,  Growth,  and  Fate  of  the  Corpus  Luteum  in  the 
Ovary  of  the  Pig  and  Man.    By  J.  G.  Clark,  M.D. 

This  paper  appeared  in  the  Johns  Hopkins  Hospital  Reports. 
An  abstract  in  British  Med.  Chir.  Journal,  No.  71,  shows  that 
Dr.  Clark  considers  he  has  proved  that  the  view  of  v.  Baer  is 
correct  and  that  the  course  of  origin  of  the  lutein  cells  is  from 
the  connective  tissue  cells  of  the  theca  interna,  which  becomes 
specialised.  That  the  function  of  the  corpus  luteum  is  one  of 
preservation  of  the  circulation  of  the  ovarian  stroma  and  so  of 
the  function  of  ovulation ;  while  the  cessation  of  ovulation  is 
induced,  not  by  the  disappearance  of  follicles,  but  through  a 
densification  of  the  ovarian  stroma  and  destruction  of  the 
peripheral  circulation,  which  prevents  the  development  of  the 
follicles.  F.  F.  S. 

Glandular  Ovarian  Tumours  and  Hydrocele  Feminina. 

Kehrer,  Freiburg  {Hegar's  Beitrage  z.  Geh,  u.  Gyn,,  Bd.  iv.. 
Heft  I),  in  a  large  ovarian  cyst  met  with  a  structure  resembling 
that  of  an  ordinary  glandular  proliferating  cystadenoma,  save 
that  it  contained  unstriped  muscle  and  a  jelly-like  connective 
tissue.  To  the  left,  below  Poupart*s  ligament,  in  the  same  case, 
there  was  a  tumour  the  size  of  a  hen's  egg,  which  proved  to  be 
a  hydrocele. 

Fatal  Suppuration  of  an  Ovarian  Cyst. 

Lebesque,  Brussels  {Ann,  Soc,  Beige.  Chir.,  Dec,  1900),  re- 
ports the  following  case : — On  June  6,  1900,  A.  R.,  housekeei>er, 
aged  41,  was  delivered  of  a  living  seven  and  a  half  months*  child 
after  a  normal  and  easy  labour;  her  medical  attendant  then 
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discovered  that  she  had  a  tumour  in  the  right  side  of  her 
abdomen.  During  the  latter  part  of  her  pregnancy  she  had 
been  laid  up  with  slight  pains  in  the  pelvis,  which  returned 
after  her  confinement,  lasted  for  a  month  and  then  gradually 
diminished,  but  did  not  entirely  disappear.  When  admitted 
to  the  hospital  on  October  29  she  was  very  weak  and  cachectic, 
with  a  temperature  of  39*8°  at  night  and  37*4°  in  the  morning 
and  a  frequent  and  somewhat  intermittent  pulse.  By  palpation 
an  irregular  mass  was  made  out  in  the  right  hypochondrium 
and  some  hard  nodules  and  fluctuations  were  detected  about 
three  fingers*  breadth  above  the  umbilicus.  The  os  uteri  was 
soft  and  slightly  open,  the  left  cul-de-sac  was  free,  and  the 
tumour  was  moveable  and  did  not  impart  its  movement  to  the 
OS.  The  sound  then  passed  to  6  cm.,  but  just  before  the 
operation  it  passed  to  15  cm.,  having,  as  was  subsequently 
discovered,  found  its  way  into  the  enlarged  fallopian  tube  on  the 
right  side. 

A  large  multilocular  ovarian  cyst  containing  thick  odourless 
pus  was  removed  by  median  laparotomy.  A  considerable 
number  of  adhesions  between  the  omentum  and  small  intestine 
and  the  superior  and  posterior  surfaces  of  the  tumour  were 
separated  under  ligature.  The  left  adnexa  (and  the  appendix 
also)  were  sound.  Bacterial  examination  showed  that  the  con- 
tents of  the  cyst  included  a  few  pyogenic  micrococci. 

On  November  5,  the  day  before  the  operation,  the  tempera- 
ture had  been  40*3°  C. ;  on  the  7th  it  had  fallen  to  36*7°.  On 
the  8th  the  patient's  general  condition  was  good;  pulse  92, 
intermittent,  no  vomiting;  temperature  36-44°  morning,  36*7° 
evening.  The  next  morning  her  pulse  was  76,  weak,  temperature 
37°.  She  died  suddenly  that  afternoon,  the  third  day  after  the 
operation.  At  the  autopsy  a  little  liquid  was  found  in  Douglas' 
pouch,  but  no  lesion  of  any  organ  nor  any  fibrinous  deposit  on 
the  peritoneum. 

Attention  has  lately  been  drawn  to  the  connection  between 
suppuration  of  ovarian  or  broad  ligament  cysts  and  the  adhesions 
of  such  cysts  to  the  intestines  or  vermiform  appendix.  The 
author  does  not  think  that  the  infection  could,  in  this  instance, 
have  been  through  the  lymphatics  of  the  adherent  omentum  and 
intestine,  for  the  B.  coli  was  not  present  in  the  pus  of  the  cyst. 
Fraise  and  Legrain  have,  however,  pointed  out  that  the  pus 
from  ovarian  cysts  may  be  sterile.  Concurring  with  the  views 
of  Green,  Cumston,  Pinard  and  Martin,  Lebesque  believes  that 
pregnancy  may  possiblv  have  exerted  a  causative  influence. 

P.  Z.  H. 
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Intraperitoneal  Rupture  of  Ovarian  Cysts. 

Haultain  (Eiin,  Med,  Journ.,  February,  1901)  reports  six 
cases  of  this  accident,  and  insists  on  the  necessity  of  treating  it 
by  operation.  This  is  not  always  easily  arranged,  as  the  symp- 
toms are  often  by  no  means  threatening  and  the  patient  and  her 
friends  are  hard  to  convince  of  the  necessity  for  intervention, 
because  the  woman's  abdomen  seems  reduced  in  size ;  if  the 
operation  is  not  done  the  cysts  generally  soon  fill  again  and 
adhesions  are  formed  between  them  and  their  surroundings, 
which  greatly  increase  the  difficulty  in  removing  them. 

Cyst  Development  in  Ovarian  Remnants. 

Ehrenfest,  St.  Louis  {Centralh.  /.  Gyn,,  1901,  No.  8),  apropos 
of  two  cases  related  by  Waldstein  and  Fischer  (v.  ante^  vol.  xvi., 
p.  202)  of  the  development  of  cysts  from  remnants  of  ovary, 
intentionally  or  unintentionally  left  behind  after  operation, 
quotes  from  American  sources  similar  cases  reported  by  Coe, 
Waldo,  and  Emmet. 

Solid  Ovarian  Tumour  Complicated  with  Pleurisy. 

Pritchard  {Bristol  Med.  Chir.  Journal,  No.  70),  in  describing 
the  removal  of  the  tumour,  alluded  to  the  presence  of  pleurisy, 
which  he  had  noticed  in  three  other  cases  of  solid  ovarian 
growths,  and  asks  the  question  as  to  whether  there  could  be 
any  possible  connection  between  the  effusion  in  the  pleura  and 
the  ovarian  disease.  The  operation  was  uncomplicated,  but  on 
the  tenth  day  symptoms  of  obstruction  arose  due  to  adhesions 
to  the  under  surface  of  the  abdominal  wound  :  these  were  freed 
when  the  abdomen  was  opened  for  a  second  time  and  the  case 
did  well.  F.  F.  S. 

Teratoma  Ovarii. 

Backhaus  {Munchener  m.  Wchns.,  1901,  No.  10)  exhibited  at 
the  Leipsic  Medical  Society,  January  15,  1901,  a  tumour  as 
large  as  a  man's  head,  removed  by  laparotomy  from  a  girl  of  17. 
The  growth  had  developed  in  the  course  of  three  years,  con- 
sisted chiefly  of  solid  tissue,  resembling  homogeneous  marrow 
in  appearance,  with  cysts  containing  cartilage,  hair  and  teeth ; 
radiographically  bony  strata  could  be  recognised.  Microscopical 
examination  showed  a  motley  confusion  of  derivatives  of  all 
three  germinal  layers  with  undefined  arrangement.  A  compara- 
tively large  quantity  of  embryonal  brain  matter  was  present, 
and  spots  were  noticeable  which  appeared  to  be  proliferating  or 
ependyme  cells.  On  the  twenty-fifth  day  after  the  first  opera- 
tion (ovariotomia  dextra),  as  the  tumour  was  considered  to  be 
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malignant,  the  other  ovary  and  the  uterus  were  removed  by  the 
vagina  and  two  subsequent  laparotomies  were  performed  for 
ileus.  After  about  three  months  metastases  appeared  in  the 
most  various  organs,  omentum,  liver,  brain  and  kidneys,  and 
the  patient  after  five  months  died  in  her  own  home.  Backhaus 
classifies  the  teratomata,  the  solid  embryomata  of  the  ovaries, 
among  malignant  new  growths. 

Primary  Carcinomatous  Dbgenbration  op  Ovarian  Dermoid 

Cysts. 

Kbhrbr,  Freiburg  {Hegars  Beitrage  z.  Geb.  u.  Gyn,,  Bd.  iv.. 
Heft  i),  concludes,  from  eight  collected  cases  and  a  personal 
observation  of  his  own,  that  in  case  of  cancerous  degeneration  of 
ovarian  dermoid  cysts  the  prognosis  is  very  bad  and  depends 
entirely  on  the  stage  in  which  operation  is  undertaken. 

An  Instance  of  Fcetal  Inclusion  in  the  Ascending 
Mesocolon. 

Ahrens,  Bonn  (Thirtieth  Congress  of  the  German  Surgical 
Society,  April  13,  1901),  reported  the  following  case: — A  girl  of 
17  had  during  childhood  an  abdominal  tumour  which,  after  dis- 
appearing for  some  years,  became  again  noticeable  when  she  was 
16.  It  was  taken  to  be  an  infected  hydronephrosis  of  congenital 
origin  of  a  more  or  less  moveable  kidney,  for  the  tumour  lying 
in  the  right  flank  was  surrounded  in  its  upper  part  by  large 
intestine,  and  her  urine  was  purulent.  On  operation  it  was 
found  to  be  a  cyst  included  in  the  mesocolon,  in  shape  closely 
resembling  a  stomach  with  some  centimetres  of  intestine,  con- 
taining moreover,  about  4  litres  of  a  bloody  fluid  of  acid  reaction 
and  some  pepsine.  Histological  examination  of  the  cyst  wall 
disclosed  various  kinds  of  mucous  membrane  and  embryonic 
dlhfis  of  tracheal  cartilage. 

Supernumerary  and  Accessory  Ovaries. 

Seitz  {Volkmann's  k,  Vortrdge,  No.  286),  assistant  at  the 
Munich  Woman's  Hospital,  on  the  basis  of  two  personal  obser- 
vations and  the  available  literature  discusses  the  above-mentioned 
anomalies. 

Only  five  cases  of  supernumerary  ovaries  have  been  pub- 
lished :  (i)  a  third  ovary,  in  the  plica  vesico-uterina  (v.  Winckel) ; 
(2)  a  third  ovary  and  third  tube  (Keppler) ;  (3)  a  third  ovary 
on  the  right  side  with  a  special  ostium  to  the  tube  (Schauta) ; 
(4)  a  second  ovary  and  tube  on  the  right  side  (Falk) ;  (5)  a 
unique  case  of  three  tubes  and  two  ovaries  on  one,  the  left,  side 
(Voigt). 
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Accessory  ovaries  Seitz  classifies  as  intraperitoneal  and 
retroperitoneal,  and  with  them  considers  intraperitoneal  and 
retroperitoneal  tumours.  He  refers  to  some  thirty-two  cases, 
and  gives  the  details  of  two  cases  operated  on  by  v.  Winckel 
while  he  was  assistant.  As  the  result  of  his  studies  he  draws 
the  following  conclusions  : — 

(a)  Supernumerary  ovaries  entirely  similar  to  the  normal  pair 
are  extremely  uncommon,  and  are  generally  associated  with 
supernumerary  tubes.  They  are  instances  of  malformation  per 
excsssum 

{b)  Accessory  ovaries,  not  independent  organs  like  the  last, 
may  arise  (i)  in  fatal  life^  by  proliferation  of  connective  tissue 
and  inclusion  of  ovarian  substance  chiefly  during  the  so-called 
descent  of  the  ovary ;  they  are  either  retroperitoneal  when 
shut  off  early,  or  intraligamentary  if  the  duplication  of  the 
serosa  has  previously  occurred,  or  finally  and  most  frequently, 
intraperitoneal,  still  connected  with  the  ovary  by  a  band  of 
connective  or  follicular  tissue,  or  entirely  separated;  (2)  they 
may  arise  in  post-fatal  life  from  pathological  processes. 

{c)  Detached  appendices  of  germinal  epithelium  in  the  form 
of  ovular  balls  or  primary  follicles  are  met  with,  chiefly  in  the 
broad  ligament. 

The  formation  of  tumours,  which  is  relatively  common,  may, 
when  the  two  ovaries  are  found  as  such,  depend  upon  :  (i)  small 
detached  germs  of  ovarial  appendices,  in  rare  cases ;  (2)  an 
accessory  or  supernumerary  ovary  ;  (3)  upon  the  ovaries  them- 
selves, as  the  tumour  which  often  takes  its  origin  in  a  small 
mass  of  cells,  or  like  an  embryoma  from  a  single  ovarian  cell, 
may  gradually  form  a  pedicle  and  ultimately  become  quite 
independent. 

Retrouterine  Subperitoneal  Tumours. 

WiNTERNiTZ,  Tabingen,  and  Henke,  Breslau  {Hegar's 
Beitrdge  z,  Geb,  u,  Oyn.,  Bd.  iv..  Heft  2),  report  on  two  such 
tumours  removed  by  laparotomy,  the  one  almost  entirely  cystic, 
the  other  a  solid,  spindle-celled  sarcoma.  They  suppose  the 
cystic  tumour  to  have  arisen  from  a  third  ovary ;  it  was  remark- 
able on  account  of  a  co-existing  small  solid  myomatous  tumour 
and  papillary  excrescences  containing  crowds  of  psammous 
kernels. 

Kronig,  Leipsic  (ibid,),  removed  by  laparotomy,  from  a  HI.- 
paraof  36,  a  retroperitoneal  voluminous  multilocular  cyst,  derived 
from  remnants  of  the  Wolffian  body,  which  he  described  as  a 
paraoophoral  adenomyoma,  originally  lying  in  the  uterine  wall 
but  afterwards  displaced  into  the  cellular  tissue  of  Douglas* 
pouch.  It  is  fully  discussed  in  comparison  with  other  published 
cases. 
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Medullary  ANiESTHESiA  in  Surgery. 

Bier  (Thirtieth  Congress  of  the  German  Surgical  Society, 
Berlin,  April  1 1)  said :  Since  I  published  my  first  six  observa- 
tions of  medullary  anaesthesia  by  means  of  the  injection  of 
cocain  into  the  meninges  of  the  lumbar  region,  1,200  cases  in 
which  this  method  has  been  employed  have  been  published. 
Its  many  advantages  are  counterbalanced  by  disadvantages 
more  or  less  serious,  and  certainly  of  very  frequent  occurrence, 
ranging  from  headache,  more  or  less  persistent,  to  accidents  that 
may  be  sometimes  serious  and  occasionally  fatal. 

Though  in  its  present  form  the  method  is  not  worthy  of  the 
enthusiasm  with  which  it  has  been  received  by  some  of  our  col- 
leagues, its  merits  are  so  important  as  to  make  it  incumbent  on 
us  to  try  and  make  it  inoffensive.  It  may  be  improved  in  the 
following  ways : — 

(1)  The  cocain  may  be  replaced  by  some  drug  equally  anal- 
gesic but  less  toxic.  In  a  series  of  experiments  upon  150  cats 
I  have  ascertained  that  the  injection  of  a  certain  amount  of 
normal  salt  solution  sufl&ces,  probably  by  compression,  to  pro- 
duce anaesthesia ;  unfortunately  it  does  not  do  so  in  the  human 
being.  I  have  obtained  well-marked  analgesic  effects  with  phenic 
acid,  but  this  drug  is  far  too  poisonous  to  be  utilised,  and  I  have 
tried  many  others  without  any  satisfactory  results.  For  opera- 
tions on  human  beings  I  have  tried  eucaine  and  peronine  instead 
of  cocain  ;  but  while  the  analgesic  effect  was  insufficient,  the 
secondary  accidents  were  not  entirely  absent.  Tropacocain  is 
not  so  poisonous  as  cocain,  but  in  the  few  cases  in  which  I 
employed  it,  its  analgesic  eflfect  appeared  to  be  equally  inferior. 

(2)  The  solutions  injected  may  be  more  diluted,  a  correspond- 
ing amount  of  the  cephalo-rachidian  fluid  being  withdrawn.  In 
experiments  in  19  cases  in  this  way  I  have  ascertained  that  an 
anaesthesia  may  be  induced  not  so  intense  but  more  extended 
than  by  the  ordinary  method — it  extends  as  high  as  the  arms — it 
does  no  more  than  abolish  pain  without  affecting  the  sensation 
of  touch  or  of  heat,  and  is  therefore  inapplicable  to  patients  at 
all  excitable.  In  14  instances  it  was  followed  by  post-anaesthesic 
accidents,  but  they  were  less  marked  than  in  the  ordinary  way. 

(3)  We  may  increase  the  intracranial  pressure,  in  order  to 
prevent  the  occurrence  of  cerebral  disturbances,  by  impeding  the 
diffusion  of  the  poison  to  the  encephalon.  I  have  obtained  this 
result  by  applying  round  the  neck  of  the  subject  an  elastic  band 
tightly  enough  to  cause  slight  cyanosis  without  entailing  exces- 
sive distress,  and  this  has  appeared  to  me  to  considerably 
diminish  the  ill  effects  of  medullary  anaesthesia. 

ScHWARZ  remarked  that  by  substituting  tropacocain  for 
cocain  in  Bier*s  method,  he  had  obtained  an  anaesthesia,  some* 
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what  less  profound,  it  is  true,  than  that  by  cocain,  but  sufficient 
for  the  radical  cure  of  hernia,  and  on  the  other  hand  there  were 
hardly  any  disagreeable  after-effects ;  there  was  no  nausea  and 
no  rise  in  temperature,  while  in  44  cases  vomiting  occurred  in 
only  two,  and  headache  in  only  four. 

Kader  (Cracow) :  I  have  employed  Bier's  method  in  65 
cases,  using  at  first  cocain,  then  eucaine,  and  finally  tropa- 
cocain.  In  using  the  last  I  have  always  been  careful  to  extract 
an  amount  of  cerebro-spinal  fluid  half  as  great  again  as  the 
quantity  of  solution  I  was  about  to  inject.  The  strength  of  my 
solution  was  from  0-5  to  i-o  per  cent.,  and  I  have  employed  as 
much  as  ©'07  centigrammes  in  an  adult.  I  have  in  this  way 
obtained  an  anaesthesia  extending  as  high  as  the  neck,  and 
allowing  me  to  perform  the  operation  for  goitre,  and  the  extir- 
pation of  lymphatic  ganglia.  I  have  taken  care  to  administer 
digitalis  beforehand,  and  when  the  pulse  has  been  affected,  to 
give  injections  of  camphorated  oil.  With  these  precautions  I 
have  had  no  serious  accidents. 

V.  MiKULics  (Breslau),  in  opening  the  discussion  on  the 
various  methods  of  anaesthesia,  said,  after  trial  in  his  own  clinic 
in  about  40  cases,  that  the  method  of  medullary  anaesthesia 
was  not  so  perfected  or  so  free  from  danger  as  to  be  at  present 
recommended  in  practice. 

TuFFiER  (v.  Semaine  Med.y  1901,  p.  142)  has  himself  used  this 
method  four  hundred  times,  and  attributes  Bier's  failures  to 
defective  technique. 

Reclus  {ibid.,  p.  163),  at  the  Society  of  Surgery  in  Paris, 
declared  that  the  method  would  be  excellent  if  it  could  be  relied 
on,  but  the  results  are  irregular,  anaesthesia  is  sometimes  not 
procured  at  all,  sometimes  is  much  delayed,  its  duration  and 
extent  is  quite  uncertain ;  the  pyrexia,  headache  and  vomitings 
often  enough  persist  several  days.  He  went  on  to  say,  **  It 
seems  quite  impossible  not  to  attribute  the  six  deaths  I  recently 
related  to  the  Academy  of  Medicine  to  the  cocain ;  I  have 
myself  seen  a  series  of  cases  in  which  the  sequelae  were  almost 
fatal." 

Medullary  AWiESXHESiA  in  Obstetrics. 

Stone  {Amer.  your.  Obst,,  February,  1901)  has  obtained 
absolute  results  in  the  New  York  Maternity  Hospital  in  34 
parturient  women  by  intra-spinal  injections  of  cocain,  the 
effects  lasting  from  half  an  hour  to  foiu:  hours  and  a  half. 
Complete  anaesthesia  was  obtained,  the  uterine  contractions 
were  not  retarded,  but  the  patients  were  unconscious  of  them. 
A  dose  of  one-sixth  of  a  grain  was  usually  as  efficient  as  double 
that  amount,  but  should  complete  anaesthesia  not  be  obtained 
by  the  first  injection,  it  will  rapidly  supervene  on  the  injection  of 
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a  second  one-sixth  of  a  grain,  which  in  the  solution  used  is  con- 
tained in  lo  minims.  The  solution  must  be  freshly  prepared 
and  sterilised,  and  perfect  asepsis  be  maintained  throughout, 
otherwise  pathogenic  organisms  may  be  introduced.  Stone  does 
not  think  any  injury  to  the  nerve  trunks  likely  to  occiu:.  The 
injection  should  not  be  given  till  the  cervix  is  pretty  well 
thinned  out  and  the  os  dilated  to  about  four  fingers.  The 
uterine  contractions  continue  in  their  normal  rhythm  ;  the  patient 
is  unconscious  of  them,  and  must  be  told  to  bear  down.  Most 
of  the  cases  required  obstetric  operations ;  low  forceps  were 
applied  in  primiparse  and  multiparas  without  the  slightest  pain, 
high  forceps  as  easily  as  under  general  anaesthesia,  but  there 
was  more  resistance  in  version  than  under  general  anaesthesia. 
The  cervix  was  easily  dilated  by  the  hand.  Stone  thinks  that 
there  is  no  obstetric  operation  that  cannot  be  performed  under 
intraspinal  injection  of  cocain.  He  found  that  if  of  a  grain 
of  hyoscine  hydrobromate  was  given  just  before  the  injection  of 
cocain  there  was  little  or  no  headache ;  in  bis  earlier  cases  it 
had  been  almost  unbearable.  Three  hours  after  labour  the  tem- 
perature was  up  to  loo^  or  103°  or  even  higher,  but  twelve 
or  fifteen  hours  later  it  had  fallen  to  normal. 


Dr.  Stone's  views  are  much  more  favourable  to  this  method 
than  a  survey  of  the  literature  would  lead  us  to  accept. 

Solutions  of  cocain  are  not  easily  sterilised  without  losing 
their  efficiency  ;  the  introduction  of  the  needle  is  not  invariably 
easy ;  anaesthesia  is  sometimes  not  obtained  at  all  and  is  often 
incomplete.  Resort  must  after  all  be  had  occasionally  to 
chloroform  or  ether,  invariably  so  for  prolonged  operations.  The 
anaesthesia  is  so  short  that  not  more  than  an  hour  and  a  half  can 
be  reckoned  on,  and  there  is  therefore  an  undue  tendency  to 
interfere  to  complete  delivery  before  feeling  returns.  Sensitive 
and  excitable  women  are  not  relieved  from  their  nervous  terror 
of  surgical  interference.  The  sequelae  reported  are  frequent, 
often  serious,  sometimes  prolonged,  and  six  deaths  are  attributed 
to  the  method  directly. 

In  five  cases  toxic  effect  on  the  child  was  noted  (asphyxia) 
by  Howsleyand  Taussig  {^ew  YorhMed,  ,  January  19,  1901). 
Reference  to  the  Lancet^  1900,  December  29,  p.  1,875;  ^901 9 
January  12,  p.  137 ;  March  3,  p.  645,  and  March  16,  p.  825. 
Medical  Press,  1901,  April  3;  Phila.  Med,  jfour,,  1901,  March  23, 
and  a  comprehensive  review  by  Labusqui^re,  A  males  de  Gyn.  et 
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Conception  and  Abortion  through  the  Bladder. 

A.  V.  Meer  (Hcgar's  Beitrage^  Bd.  iii.,  Heft  3)  relates  an 
interesting  case  of  genital  deformity.  A  girl  of  23  was  admitted 
into  the  Strasburg  Klinic  for  pain,  urinary  troubles  and  dis- 
charge. Two  years  previously  she  had  expelled  a  foetus  12  cm. 
long,  and  the  forensic  examiner  had  found  the  vagina  wanting, 
but  that  there  was  access  through  the  urethra  into  a  cavity  in 
which  the  portio  protruded.  This  condition  was  essentially 
confirmed  in  the  Klinic.  v.  Meer  discusses  the  developmental 
history  of  such  a  deformity,  comparing  it  with  similar  cases 
already  published. 

The  Duration  of  Pregnancy. 

F.  V.  Winckel  {Volkmann's  Samml.  k.  Vart.,  N.  F.  292-293) 
reports  some  recent  investigations  upon  the  duration  of  preg- 
nancy in  women  which  are  important  in  their  clinical  as  well  as 
in  their  forensic  aspect.  In  every  pregnancy  up  to  the  ninth 
the  development  of  the  child  at  birth  improves,  in  later  preg- 
nancies it  deteriorates,  but  not  below  the  average  of  first  born 
children.  The  body  of  a  new  born  infant  is  on  the  average 
0*516  longer  than  that  of  the  child  bom  in  the  previous  labour. 
It  is  impossible  to  date  the  commencement  of  pregnancy  from 
any  particular  day  of  the  last  menstruation,  or  from  a  single 
fertilising  coitus,  and  equally  impossible  from  the  general  con- 
dition of  the  infant  to  draw  any  exact  conclusion  as  to  the  dura- 
tion of  the  pregnancy.  It  is  only  in  case  of  offspring  which 
greatly  surpass  the  extreme  limits  of  length  and  weight  of 
normal  children  that  we  can  suppose  any  exception  to  be  at  all 
probable. 

The  methods  of  estimating  the  length  of  human  pregnancy 
hitherto  proposed  having  proved  unsatisfactory,  the  idea  occurred 
to  V.  Winckel  that  greater  clearness  of  the  important  question 
whether  a  pregnancy  had  been  unduly  prolonged,  might  be 
obtained  by  estimating  the  length  of  the  gestation  of  children 
abnormally  large  and  heavy  at  birth,  and  comparing  this  with 
the  average  duration  of  pregnancy  in  all  uninterrupted  cases. 
During  the  thirty  years  he  had  charge  of  the  clinic  at  Dresden 
and  Munich  he  met  with  1,007  children  over  4,000  grms. 
when  born.  (The  male  children  were  two  and  a  half  times  as 
numerous  as  the  female.)  Only  five  were  over  5,000  grms., 
and  the  heaviest  was  5,320  grms.  (A.  Martin  met  with  a  child 
which,  without  brain  or  blood,  weighed  7,470  grms.)  v.  Winckel 
draws  a  series  of  conclusions  of  which  the  following  are  the 
most  important : — Prolongations  of  pregnancy,  that  is  to  say, 
delayed  labours,  undoubtedly  occur  ;  important  evidence  of  their 
occurrence  and  of  their  frequency  is  given  by  the  number  of 
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children  which  at  birth  weigh  4,000  grms.  or  upwards ;  the 
frequency  of  such  children  in  large  clinics  amount  to  3*15  per 
cent.,  and  about  14*5  per  cent,  of  them  have  been  302  days  in 
the  uterus,  the  lower  limit  of  their  gestation  being  210  days,  the 
upper  336.  The  frequency  of  delayed  labour  is  2*8  per  cent. 
The  proofs  now  advanced  that  so  many  children  (14*5  per  cent.) 
remain  more  than  302  days  in  the  womb  shows  that  this,  the 
German  limit  of  legitimacy,  is  too  low.  (In  England,  each  case 
is  tried  on  its  own  merits,  the  longest  gestation  that  has  been 
allowed  by  the  court  is  301  days.) 

HiEMATOMA  OF  THE  ABDOMINAL  WaLLS  IN  PrEGNANCV. 

Stoeckel,  Bonn  {Centralb,  f.  Gyn,,  1901,  No.  10),  operated 
on  a  IV.-para  who,  in  the  sixtn  month,  after  a  fit  of  coughing, 
had  a  large  fluctuating  tumour  of  the  abdominal  walls,  which 
turned  out  to  be  a  haematoma,  and  was  cured  by  evacuation  and 
plugging.  In  a  second  case  the  patient  was  not  admitted  till 
fourteen  days  after  labour;  she  had  had  for  three  weeks  a 
haematoma  in  her  right  hypochondrium,  which  had  come  on 
after  a  severe  fit  of  coughing  and  was  complicated  by  multiple 
superficial  haemorrhages.  It  was  successfully  treated  like  the 
other.  Stoeckel  can  find  nothing  analogous  in  literature,  but 
attributes  the  second  case  to  a  haemorrhagic  diathesis,  inci- 
dentally referring  to  the  morbus  maculosus  Werlhoffii.  The 
first  case  is  obscure ;  the  cough  can  only  be  a  secondary  cause. 

Pregnancy  in  a  Rudimentary  Horn. 

RiEs  {Amer,  jfotn,  Obst.,  January,  1901),  reports :  A  patient 
aged  32,  whose  menstruation  had  always  been  normal  and 
painless,  who  had  had  six  children  by  natural  labours,  and  never 
miscarried,  after  nearly  eight  months'  amenorrhcea,  during  the 
whole  of  which  there  had  been  some  pain  on  the  right  side,  was 
seized  on  June  8,  1900,  with  severe  pain  in  the  abdomen, 
vomiting  and  fainting.  For  the  next  five  days  there  were 
symptoms  of  obstruction  of  the  bowels,  with  quick  pulse  and 
a  temperature  of  about  101°,  and  the  uterus  could  be  felt  up  to 
two  inches  above  the  umbilicus.  On  the  sixth  day,  on  the  right 
side,  there  was  dulness  on  percussion,  not  varying  with  change 
of  the  patient's  position ;  she  was  still  vomiting  and  in  constant 
pain.  On  opening  the  abdomen  about  two  quarts  of  dark  blood 
and  blood-clot  were  found  free  in  the  peritoneum,  and  a  slightly 
enlarged  soft  second  uterus  was  felt  to  the  left  of  the  pregnant 
uterus.  A  large  median  incision  was  made,  through  which  the 
pregnant  uterus  easily  escaped  from  the  abdominal  cavity.  This 
uterus  presented  the  right  round  ligament  laterally  and  in  front, 
the  right  ovary  and  tube  laterally  and  behind,  and  had  large 
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veins  on  its  surface."  It  was  attached  high  up  to  the  left  uterus 
by  a  thin  muscular  pedicle,  and,  as  was  proved  by  microscopical 
examination,  there  was  no  passage  of  communication  between 
the  two.  This  pregnant  uterus,  a  right  rudimentary  horn,  had 
on  its  anterior  surface  an  irregular  rent,  nearly  three  inches  long, 
which  did  not  penetrate  completely  through  the  muscular  coat. 
It  was  removed,  and  contained  a  well-formed  living  female 
foetus,  four  pounds  in  weight,  which  lived  only  a  few  minutes. 
There  was  no  vestige  of  a  cervix  to  the  rudimentary  horn.  The 
ovary  removed  with  the  sac  contained  no  corpus  luteum ;  the 
ovum  impregnated  must  have  come  from  the  left  side  through 
the  peritoneal  cavity,  and  the  case  is  therefore  an  instance  of 
external  migration  of  the  ovum.  The  patient  made  a  good 
recovery.  J.  F.  J. 

Obstetric  Practice  in  the  Clinics  of  Paris,  Berlin, 
Leipsic,  Dresden,  and  Geneva. 

Kalabin  {Centralh.f.  Gyttak,  1900,  No.  48),  after  visiting  the 
above  chnics,  reports  as  follows : — 

Antisepsis. — For  the  full  bath,  formerly  given  to  every 
woman  before  delivery,  a  wash  in  running  water  is  now  sub- 
stituted. For  disinfecting  the  external  genitals,  Pinard  uses  a 
solution  of  perchloride  and  biniodide  of  mercury ;  Gusserow 
2  per  cent,  carbolic  acid ;  lysol  is  used  by  Olshausen,  and  also 
in  the  Geneva  and  Leipsic  clinics  ;  Leopold  has  the  external 
genitals,  as  well  as  the  abdomen,  cleansed  with  a  brush.  Vaginal 
irrigations  are  not  used  in  normal  cases  in  any  of  the  clinics 
either  before  or  after  labour.  Kalabin's  own  preference  in  dis- 
infectants is  a  I  per  cent,  solution  of  lysol. 

Ergot, — It  is  only  in  Gusserow's  Clinic  that  ergot  is  still 
administered  systematically. 

Lying-in, — The  duration  of  the  lying-in  varies  from  eight  days 
in  Zweifel's  clinic,  to  fourteen  at  Paris,  a  light  diet  being  given 
for  the  first  three  or  four  days.  Kalabin  finds  that  a  liquid  diet 
of  broth,  milk,  coflfee,  and  beer,  for  five  or  six  days,  accelerates 
the  re-establishment  of  the  intestinal  functions  without  prolong- 
ing the  lying-in. 

New-born  Children, — The  cord  is  usually  tied  in  two  places. 
Leopold  uses  an  elastic  ligature.  Budin  washes  the  cut  surface 
with  alcohol.  The  divided  cord  is  wrapped  in  absorbent  cotton 
wool.  Leopold  binds  the  child's  arms,  in  Paris  they  are  left 
free.  In  asphyxia  neonatorum  Pinard  inflates  with  a  simple 
metallic  catheter ;  Budin  uses  one  with  a  gum  tip.  For  washing 
the  child,  Pinard,  Gusserow  and  Zweifel  use  vaseline ;  Budin 
and  Leopold  olive  oil.  Pinard  afterwards  gives  a  simple  bath  ; 
and  Olshausen  uses  soap. 

The  children's  eyes  are  washed  with  a  075  to  a  i  per  cent. 
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solution  of  nitrate  of  silver  in  the  Clinics  of  Budin,  Gusserow 
and  Leopold ;  Pinard  uses  citric  acid,  in  spite  of  the  irritation  it 
produces ;  Olshausen  citrate  of  silver ;  Zweifel  the  acetate  of 
silver. 

For  douching  the  vagina,  when  that  is  necessary,  glass 
catheters  are  generally  employed,  but  Tarnier  prefers  a  metallic 
one  grooved  on  the  posterior  surface.  The  forceps  used  by 
Olshausen  are  Hohl's ;  Naegele*s  or  Tarnier's  are  used  every- 
where else.  Pinard  employs  antistreptococcic  serum,  not  merely 
for  curative  but  also  for  prophylactic  effects,  but  the  results  are 
very  questionable.  For  endo-uterine  lavage,  Leopold  uses  a 
2  per  cent,  solution  of  alcohol  in  water.  F.  £. 

Appendicitis  in  Obstetric  Practice. 

KdNiG,  Bern  {Hegar's  Beitrdge^  Bd.  iii..  Heft  i),  adds  four 
personal  observations  to  the  recently  published  cases  of  compli- 
cation of  labour  by  perityphlitis:  (i)  Abortion;  after  three  days 
all  the  signs  of  sepsis,  fatal  on  fourth  day  ;  the  autopsy  disclosed 
perforation  of  the  vermiform  appendix,  with  an  encysted  faecal 
abscess  between  the  caecum  and  uterus.  Kdnig  considers  the 
abortion  to  have  been  secondary  to  the  perityphlitis ;  (2)  In  a 
woman  in  the  fifth  month  of  pregnancy,  to  the  right  side  of 
the  uterus  a  tumour  could  be  felt  but  not  exactly  made  out. 
Laparotomy  for  peritonitic  symptoms  proved  that  the  tumour 
consisted  of  the  ovary,  in  acute  inflammation,  and  the  tube,  and 
that  there  was  a  recent  perforation  of  the  processus  vermiformis. 
Resection,  wound  closed  without  drainage,  abortion  soon  after- 
wards; secondary  laparotomy,  followed  in  a  few  hours  by  death ; 
(3)  Perityphlitis  during  pregnancy,  spontaneous  delivery ;  resist- 
ance in  the  ileo*caecal  region,  laparotomy  and  the  evacuation  of 
faeculent  pus  disclosed  a  perforation  of  the  vermiform  appendix  ; 
resection,  drainage,  death.  (4)  Induced  abortion  in  the  fifth 
month  on  account  of  symptoms  of  ileus  and  bad  general  con- 
dition ;  twins.  After  a  transitory  improvement,  sudden  and 
rapid  collapse  on  the  seventh  day ;  putrid  lochia.  On  lapar- 
otomy a  putrid  discharge  containing  streptococci  came  from  a 
small  opening  in  the  right  horn  of  a  bicorned  uterus.  Vaginal 
hysterectomy  was  followed  by  complete  recovery.  In  this  case 
as  there  had  been  perityphlitis  with  exacerbation  after  concep- 
tion, Kdnig  believes  that  there  had  been  perforation  with 
secondary  infection  of  the  uterus,  and  that  the  perforation  of 
the  uterus  had  been  spontaneous  during  childbed.  He  thinks 
that  the  habitual  obstipation  of  pregnant  women,  as  well  as 
pregnancy  and  labour,  has  an  unfavourable  effect  on  pen- 
typhlitis,  and  in  serious  cases  leads  to  abortion  from  intoxication. 
Labour  may  be  fraught  with  danger  from  rupture  of  an  abscess 
or  traction  on  the  appendix ;  the  sooner,  therefore,  the  woman 
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aborts,  the  better.  As  regards  treatment  Konig  agrees  with  the 
French  school,  that  once  the  disease  is  recognised  immediate 
laparotomy  is  indicated ;  that  even  when  the  diagnosis  is 
doubtful  it  is  justifiable. 

Appendicitis. 

Falk,  Hamburg  {Centrdh.f.  Gyn.,  1901,  No.  7),  on  the  basis 
of  three  personal  observations,  discusses  the  difficulties  of  diag- 
nosis, and  very  justly  insists  that  in  many  cases  it  is  impossible 
to  discriminate  between  extrauterine  pregnancy,  inflammatory 
disease  of  the  adnexa,  and  appendicitis. 

Morbid  Anatomical  Changes  in  the  Fcetus  depending  on 
Maternal  Eclampsia. 

Alfieri  {Archiv,  di  Ostet.  e  Gimc.,  February,  1901),  at  the 
suggestion  of  Prof.  Mangiagalli,  has  been  investigating  the 
extent  to  which  any  constant  changes  in  the  foetus  might  explain 
or  support  the  theory  of  the  foetal  pathogenesis  of  eclampsia 
recently  advanced  by  some  authorities. 

He  examined  six  eclampsic  foetus,  two  being  twins ;  of  the 
six  one  was  born  dead,  one  asphyxiated  and  past  resuscitation, 
and  the  other  four,  though  born  alive,  died  within  a  few  hours. 
One  case  was  at  term,  two  at  eight,  one  at  seven,  and  two  at 
six  months.  He  arrived  at  the  following  conclusions :  (i)  In 
the  foetus  of  eclampsic  mothers,  particular  changes  in  the  same 
organs  which  are  affected  in  the  mother  are  found  with  a  certain 
frequency.  (2)  These  changes,  however,  are  not  constant,  and 
are  neither  exclusive  nor  characteristic  of  eclampsia ;  they  may 
be  the  expression  of  poisoning  of  the  foetal  organism,  and  of 
disturbances  of  circulation  of  various  origin.  (3)  Without  ex- 
cluding the  fact  that  the  lesions  of  the  liver,  kidneys,  and  supra- 
renal capsules  may  have  contributed  to  the  death  of  the  foetus, 
it  is  more  probable  that  these  changes  are  the  expression  of  a 
particular  toxic  state,  and  that  in  certain  cases  other  conditions 
may  occur  and  cause  death.  (4)  The  pathological  anatomy  of 
the  foetus  of  eclampsic  mothers  offers  no  evidence  in  support  of 
the  theory  of  the  foetal  genesis  of  puerperal  eclampsia. — F.  £• 

Extrauterine  Transmigration  of  the  Ovum;  Decidual 
Reaction  of  the  Tube  and  Tubal  Pregnancy 

SiPPEL,  Frankfort  {Centralb.  f.  Gyn,,  1901,  No.  12),  in  this 
article  defends  his  hypothesis  ot  aetiological  connection  between 
tubal  pregnancy  and  extrauterine  transmigration  of  the  ovum  ; 
a  theory  which  was  altogether  rejected  by  A.  Martin  {Die 
Krankhciten  der  EileiUr^  1895).  He  also  contests  the  opinion  of 
Webster,  Mandl,  and  Schmit  that  tubal  pregnancy  is  to  be 
c 
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attributed  to  decidual  reaction  in  the  tube,  pointing  out  that 
recent  researches  by  Kuhne,  Kreisch,  and  Ulesko-Stroganowa 
make  the  occurrence  of  decidual  reaction  in  the  tube  extremely 
doubtful ;  at  all  events  we  may  now  assert  that  the  reaction  to 
which  the  nidation  of  the  fertilised  ovum  in  the  tube  is  due  is 
not  decidual,  that  is  to  say,  a  reaction  aflfecting  connective  tissue, 
but  epithelial,  for  as  shown  by  Peters  {anU,y  vol.  xv.,  p.  124), 
the  primary  implantation  of  the  ovum  results,  not  from  a  reac- 
tion of  the  connective  tissue  working  from  within  towards  the 
surface  of  the  mucosa,  but  that  the  epithelium  is  the  first  to 
respond  to  the  stimulus  of  the  fertilised  ovum,  and,  yielding  to 
the  individuality  awakened  therein  by  the  sperma,  to  give  way 
and  allow  the  ovum  to  sink  within  it. 

Anatomical  Changes  in  Tubal  Pregnancy,  at  the  Seat  of 
THE  Insertion  of  the  Ovum. 

Ulesko  Stroganowa,  St.  Petersburg  {Monats.f.  Geb.  u.  Gyn.^ 
Bd.  xii.,  S.  710),  points  out  that  as  in  tubal  pregnancy  there  is  no 
such  great  development  of  the  decidua  at  the  seat  of  the  ovum 
as  that  which  takes  place  in  the  womb,  the  chorionic  villi  not  only 
develop  right  up  to,  but  absolutely  penetrate  into,  the  mus- 
cular tissue  and  the  blood-vessels  it  contains,  which  are  often 
greatly  enlarged.  This  gives  rise,  on  the  one  hand,  very  fre- 
quently to  haemorrhage  into  the  wall  of  the  tube  or  into  the 
ovum,  by  which  the  latter  may  be  destroyed,  or  on  the  other, 
when  the  villi  have  reached  the  serosa,  to  such  weakness  of  the 
wall  of  the  tube  that  rupture  easily  happens.  The  lacerations 
so  caused  may  be  very  slight  and  are  not  infrequently  closed  by 
clots,  but  free  and  even  fatal  haemorrhage  may  thus  take  place 
into  the  peritoneum.  The  authoress  concludes  from  her  own 
investigations  that  lacerations  of  the  tube  are  commoner  than 
most  observers  allow. 

Seligmann  (Muenchener  m,  Wchns.,  1901,  No.  16)  on  the 
basis  of  four  tubal  pregnancies  operated  on  by  laparotomy,  the 
specimens  of  which  he  showed  at  the  Hamburg  Medical  Society, 
April  2,  1901,  insisted  on  the  causal  effect  of  injury  in  this 
anomaly.  All  four  women  had  sufifered  eight  to  ten  days  after 
the  last  menstruation  from  an  accident  affecting  the  pelvis  (falls 
on  the  ice). 

Intrauterine  Mistaken  for  Extrauterine  Pregnancy. 

Segond  (Ann,  Gyn.  Obstet.,  February,  1901)  reports  a  case 
he  believed,  in  error,  to  be  one  of  left  tubal  pregnancy,  and 
therefore  dealt  with  by  laparotomy.  The  patient,  whose  last 
menstruation  dated  November  14,  1899,  a°  attack  of  pelvic 
peritonitis  in  the  following  December,  her  pulse  on  the  lotfa 
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reaching  ii8,  with  a  temperature  of  38*3**  (101°  F.).  This 
attack  yielded  to  treatment  in  a  short  time.  On  December  27 
menstruation  had  not  reappeared,  there  was  morning  sickness 
and  some  development  of  the  breasts ;  the  uterus  was  moderately 
enlarged,  and  continuous  with  it  and  extending  on  the  left  to 
the  internal  wall  of  the  pelvis,  an  oblong  mass  was  made  out 
which  led  her  medical  attendant  to  diagnose  an  ectopic  gestation. 
Called  in  consultation  on  December  29,  Segond  concurred  in  the 
diagnosis.  Kept  under  observation,  the  patient  on  January  8 
complained  of  abdominal  pain  which  disappeared  almost  spon- 
taneously, but  soon  returned,  and  Segond  was  again  called  in. 
The  pregnancy  was  then  confirmed ;  what  appeared  to  be  the 
fundus  uteri  was  felt  slightly  above  the  pubis  and  directed 
somewhat  to  the  right ;  to  the  left  of  the  uterus  and  extending 
into  the  iliac  fossa  there  was  a  globular  pseudo-fluctuating 
tumour  which  could  also  be  felt  per  vaginam  in  the  left 
cul-de-sac^  where  a  depression  between  the  cervix  and  the 
tumour  made  the  latter  seem  independent  of  the  uterus,  and  thus 
rendered  the  deception  more  perfect.  Laparotomy  was  decided 
upon,  and  when  the  abdomen  was  opened  it  was  found  that  the 
uterus  was  latero- verted  and  held  down  by  adhesions;  on  the 
separation  of  these  adhesions  it  resumed  its  normal  position. 
The  abdominal  wound  was  sutured  and  the  patient  left  the 
hospital  well  after  three  weeks.  Unfortunately,  on  March  30, 
seven  weeks  after  the  operation,  she  had  severe  uterine  haemor- 
rhage in  consequence  of  excessive  fatigue  and  miscarried  at  the 
sixth  month  of  her  pregnancy ;  happily  she  recovered  perfectly. 

P.  Z.  H. 

Tubal  Pregnancy  with  Unicorned  Uterus. 
h.ematocele. 

Fischel,  Prague  (Prager  Med,  Wchns.y  1900,  No.  47),  per- 
formed posterior  colpotomy  on  a  woman  of  27,  for  a  retrouterine 
haematocele,  on  account  of  repeated  internal  haemorrhage. 
There  was  a  left  tubal  pregnancy,  but  it  could  not  be  ascertained 
whether  the  copious  haemorrhage,  not  commonly  observed  with 
haematocele,  was  due  to  rupture  or  abortion.  The  left  adnexa 
were  removed  and  it  was  then  found  that  on  the  right  side  there 
was  complete  absence  of  the  appendages  and  round  ligament. 
The  right  edge  of  the  uterus  lay  in  the  median  plane,  the  extra- 
median  position  of  the  portio  vaginalis  indicated  that  the  uterus 
unicornis  had  not  originated  in  a  uterus  bicomis  unicollis  but  in 
a  uterus  bicornis  duplex. 

After  the  removal  of  the  drainage  a  retrouterine  abscess 
formed,  attributed  by  Fischel  to  the  remains  of  clots  and 
secondary  infection,  which  he  has  often  met  with  after  delayed 
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operations  for  haematocele.  On  this  account,  and  contrary  to 
the  opinions  of  others,  he  advocates  conservative,  non-operative 
treatment  in  simple  and  uncomplicated  haematocele. 

Rupture  of  the  Uterus  during  Labour. 

Ferrari  (Lucinaf  December,  1900)  relates  the  following  case: 
A  young  woman,  who  stated  that  some  days  after  her  first  labour 
the  placenta  had  been  extracted  in  a  putrid  state,  and  that  she 
had  been  curetted  after  the  abortion  of  her  second  child,  in  her 
third  confinement  was  attended  by  a  midwife. 

A  medical  man  was  called  in  after  two  days'  labour,  and  he, 
after  having  given  ergot,  found  the  position  faulty  and  attempted 
to  rectify  it.  His  attempt  caused  very  violent  pain  and  collapse, 
and  he  therefore  desisted  and  sent  for  Ferrari,  who,  on  his 
arrival,  found  the  patient  pale  and  collapsed,  with  a  pulse  of 
140  and  a  temperature  of  35*4^;  the  left  arm  of  the  foetus  pro- 
jected from  the  vagina.  After  disinfection  the  child  was  de- 
livered by  turning,  during  which  coils  of  intestine  were  felt. 
The  woman  was  so  collapsed  that  after  a  fruitless  attempt  to 
extract  the  placenta,  Ferrari  desisted,  injected  ergot  hypo- 
dermically,  and  plugged  the  vagina.  Her  parents  would  not 
allow  the  patient's  removal  into  hospital  to  have  the  placenta 
taken  away  and  the  uterus  attended  to  till  a  month  later,  when 
Ferrari  saw  her  again.  She  had  then  symptoms  of  peritonitis, 
the  vagina  was  fairly  normal,  the  uterus  was  fixed,  the  sound 
passing  12  cm.  and  a  mass  could  be  felt  in  the  lower  part  of  the 
abdomen  in  front  of  the  uterus.  There  was  no  smell  or  uterine 
discharge,  and  evidently  the  placenta  was  in  the  abdominal 
cavity.  As  the  patient  had  been  so  long  ill  and  faecal  vomiting 
had  set  in  on  her  admission,  it  seemed  impossible  to  operate. 
As  she  did  not  die  for  eight  days  surgical  measures  might  have  been 
tried.)  The  laceration  was  found  to  involve  the  posterior  uterine 
wall  from  the  os  internum  to  the  fundus,  and  the  placenta  lay 
like  a  cap  over  the  uterus.  The  patient's  death  must  be 
attributed  to  peritonitis,  due  to  the  rupture  of  the  uterus  in  the 
attempts  at  turning,  but  from  the  notable  power  of  resistance 
displayed,  the  complete  cessation  of  all  internal  haemorrhage, 
and  from  the  relatively  mild  reaction  of  the  peritoneum  during 
a  period  of  over  a  month,  it  is  probable  that  operative  inter- 
ference with  the  removal  of  the  placenta  and  the  suture  or 
removal  of  the  uterus  would  have  saved  the  woman's  life. 

F.  E. 

Funke,  at  the  Lower  Alsace  Medical  Society,  on  June  23, 
1900,  showed  a  21 -year-old  primipara,  delivered  by  forceps  on 
April  29  of  an  asphytic  child,  without  any  symptoms  to  cause 
alarm  on  her  account.  The  placenta  was  retained,  and  the 
uterus  was  found  to  be  ruptured  on  examination,  and  after 
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vomiting  the  patient  collapsed.  Laparotomy  disclosed  a  lacera- 
tion of  the  lower  segment  in  front,  extending  from  one  broad 
ligament  to  the  other.  The  placenta  was  removed  from  the 
abdomen  and  a  drain  passed  through  the  cervix,  the  uterine 
muscular  tissue  was  sewn  together  and  the  peritoneum  most 
carefully  stitched  over  it.  After  discussing  eighteen  cases  of 
uterine  rupture  in  labour,  eleven  in  and  seven  outside  the  clinic, 
Funke  concludes  that  in  private  practice,  even  under  unfavour- 
able circumstances,  laparotomy  is  the  most  rational  and  hopeful 
mode  of  treatment. 

The  Treatment  of  Rupture  of  the  Uterus  by  Operation 

AND  otherwise. 

Klien,  Dresden  {Archiv,  /.  Gyn,,  Bd.  Ixii.,  H.  2),  gives  in 
this  article  a  critical  study  based  upon  367  cases  published  in 
the  last  twenty  years,  and  14  new  cases.  Of  347  uncomplicated 
ruptures  149  were  operated  upon  with  a  mortality  of  44  per  cent., 
198  were  not  operated  upon,  and  52  per  cent.  died.  From  the 
latter  category  should  be  deducted  those  cases  which  were  not 
treated  in  any  way,  or  were  so  only  by  a  compressing  bandage, 
and  in  which  the  mortality  was  73  per  cent.,  while  those  cases 
treated  without  operation,  but  by  drainage,  plugging,  or  irriga- 
tion, the  mortality  was  only  39  per  cent.  During  the  last  ten 
years  the  results  of  operative  treatment  have  improved  so  much 
as  to  show  a  mortality  of  only  37-5  per  cent.  In  practice  Klien 
recommends  drainage  by  an  india  rubber  tube,  condemning  the 
application  of  gauze  to  the  rupture  itself;  should  the  haemor- 
Thage  be  dangerous,  and  only  in  that  case,  he  advises  operation 
on  the  spot,  as  soon  as  possible  (16  per  cent,  mortality). 
Lacerations  of  the  vagina  make  the  prognosis  unfavourable, 
those  of  the  bladder  more  so  still. 

Tympania  Uteri. 

Gessner  {Mucnchener  w.  Wchns.^  i9oi>  No.  11),  addressing 
the  Erlangen  Medical  Society,  January  20,  1901,  said:  Few 
obstetric  text-books  tell  us  much  about  tympania  uteri.  It  is 
generally  said  to  be  rare,  and  its  prognosis  to  be  very  difficult, 
but  it  is  undoubtedly  more  common  than  is  generally  supposed 
though  it  is  so  hard  to  recognise  at  the  commencement  that 
only  marked  cases  are  noticed.  Since  Gebhard's  investigations 
the  old  idea  that  it  was  to  be  referred  to  the  entrance  into  the 
uterus  of  air  carrying  germs  of  putridity  cannot  be  accepted, 
and  it  far  more  probably  is  due  to  infection  by  the  B.  coli, 
though  some  pathologists  attribute  it  to  anaerobic  germs; 
stinking  liquor  amnii  may  be  considered  a  preliminary  condition 
to  tympany. 
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Among  the  clinical  symptoms  the  fever,  in  the  majority  of 
cases,  is  to  be  attributed  to  an  intoxication  of  the  system  by 
metabolic  products  of  the  micro-organisms  contained  in  the 
liquor  amnii.  This  fever  accordingly  sets  in  some  time  after  the 
discharge  of  the  waters,  and  decreases  on  the  emptying  of  the 
womb.  In  a  minority  of  cases,  when  not  merely  germs  of 
putridity  but  pathogenic  micro-organisms  have  been  introduced 
into  the  genitals,  serious  pyretic  affections  supervene  during 
childbed.  Apparent  air  embolism,  associated  with  uterine 
tympany,  may  be  attributed  to  sapraemia,  originated  by  anaerobic 
germs.  If  the  uterus  be  greatly  distended  by  gas,  weakness  in 
contractions  may  prolong  labour  and  the  uterine  atony  may 
then  continue  in  the  third  stage  of  the  labour.  The  earlier 
recognition  of  tympany  will  render  such  cases  less  frequent,  as 
also  instances  of  advanced  decomposition  of  the  foetus,  which 
formerly  were  not  uncommon. 

Tympania  uteri  is  more  often  met  with  in  primiparae  on 
account  of  the  longer  duration  of  labour,  and  is  favoured  by 
premature  rupture  of  the  membranes  and  by  contracted  pelves. 
These  statements  are  based  on  fifty-five  cases,  twenty-two  being 
personal  observations,  and  it  appears  from  them  that  the 
prognosis  for  the  mother  has  greatly  improved,  for  whereas  the 
mortality  according  to  previous  statistics  was  50  per  cent.,  it  is 
now  only  about  12  per  cent. ;  moreover  the  foetal  mortality  has 
also  diminished. 

No  definite  conclusion  as  to  the  course  of  childbed  can  be 
drawn  either  from  the  elevation  of  temperature  or  from  the  rate 
of  the  pulse.  Any  rigor  in  connection  with  delivery  is  an  evil 
omen  and  is  always  followed  by  grave  puerperal  mischief. 

The  treatment  of  tympania  uteri  resolves  itself  into  deliver- 
ing the  woman  as  soon  as  possible  with  as  httle  interference  as 
can  be  managed.  Contrary  to  general  opinions,  the  washing  out 
of  the  womb  with  antiseptics  after  delivery  has  latterly  been 
abandoned,  as  it  was  repeatedly  followed  immediately  by  a  rigor 
and  subsequent  serious  puerperal  mischief. 

Seventy  Cases  of  Difficulty  in  Extracting  the  Foetal 
Skull,  or  Parts  of  it,  from  the  Uterus. 

Neugebauer,  Warsaw  {Centralh.f,  Gyn.,  1901,  Nos.  7  and  8, 
reprint  from  the  author),  was  led  to  collect  these  cases  in  conse- 
quence of  a  charge  brought  against  a  barber  of  having  in  a 
difficult  labour  caused  the  death  of  a  woman  by  tearing  the 
body  of  the  child  apart  from  the  head.  The  cases  were  many 
of  them  reported  to  the  author  verbally  or  by  letter,  and  are 
well  worth  perusal  in  the  original,  and  he  hopes  that  they  may 
lead  to  the  publication  of  similar  ones,  and  to  a  discussion  at  one 
of  the  approaching  Medical  Congresses  of  the  question  of  Re- 
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tention  of  the  fcBtal  skull  in  the  uterus,  its  prophylaxis  and 
treatment." 

The  most  important  English  reference  is  to  Dr.  Purslow's 
(BnV.  Med,  Jour,^  1895,  1,129)  paper  at  the  meeting  of  the  British 
Medical  Association  at  Birmingham,  in  1894. 

Difficult  Extraction  of  the  Head. 

Knapp  {Muenchener  m,  Wchns,  1901,  No.  17)  supplements  the 
above  with  16  cases  from  the  Prague  Clinic,  all  after  decapita- 
tion. Two  of  the  mothers  died  ;  one  woman,  after  the  trunk 
of  the  foetus  had  been  removed,  was  brought  a  long  railway 
journey  of  some  hours,  the  skull  was  perforated  and  extracted 
with  great  difficulty,  several  applications  of  the  cranioclast 
being  necessary ;  she  died  four  days  post  partum.  The  other 
fatal  case  had  been  nineteen  hours  in  labour  before  admission, 
and  the  waters  were  said  to  have  come  away  a  day  before  the 
pains  began;  several  fruitless  attempts  at  version  had  been 
made,  the  child  presenting  in  the  first  dorsal  transverse  position 
with  prolapse  of  the  right  arm;  there  was  a  laceration  of  the 
vagina  and  perineum.  It  took  three  hours  to  extract  the  head, 
and  the  woman,  who  had  albuminuria  and  extensive  superficial 
oedema  when  admitted,  died,  under  symptoms  of  pulmonary 
oedema,  of  heart  failure  one  hour  after  the  delivery. 

As  Knapp  remarks,  the  extraction  of  the  retained  head  is  a 
task  that  may  have  to  be  undertaken  by  a  man  already  exhausted 
by  measures  which  in  the  previous  course  of  the  labour  have 
severely  taxed  his  powers  of  endurance,  it  may  be  extremely 
difficult  to  execute,  or  even  be  impossible  without  assistance. 
The  situation  cannot  be  met  in  any  typical  way,  but  all  the 
available  resources  of  obstetric  art  may  have  to  be  called  on  for 
measures  to  suit  a  particular  case.  Even  then  extreme  con- 
traction or  rigidity  of  the  soft  parts  (vagina,  os  uteri),  abnormal 
size  or  solidity  of  the  foetal  ^ull,  deformities  of  the  pelvis  or 
accidental  limitation  of  room  by  tumours  of  the  pelvic  organs, 
may  render  the  extraction  of  the  child's  head  per  vias  naiurales  so 
difficult,  that,  as  in  ten  of  the  cases  collected  by  Neugebauer 
Csesarean  section  may  have  to  be  performed. 

Retention  of  the  Placenta. 

Ahlpeld  and  Staehler,  Marburg  {Monats,  /.  Geh,  u.  Gyn.y 
Bd.  xii.,  S.  671),  discussing  the  clinical  aspects  of  retention  of 
the  placenta  opine  that  when  the  third  stage  of  labour  has  been 
properly  conducted  the  failure  of  any  part  of  the  secundines  to 
come  away  depends  more  often  upon  firm  adhesion  than  upon 
retention  proper.  These  accidents  generally  result  from  irregular 
conduct  during  gestation  or  labour,  and  in  from  5  8  cases  in 
1,000  during  the  second  half  of  pregnancy.    Adhesions  of  the 
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afterbirth  are  relatively  frequent  in  placenta  praevia,  tympania 
uteri,  eclampsia,  nephritis,  and  with  placentae  of  irregular  shape, 
and  are  apt  to  be  repeated  in  the  same  woman.  In  healthy 
women  when,  after  labour  has  been  properly  conducted,  the  loss 
of  blood  necessitates  artificial  extraction  of  the  placenta,  the 
adhesions  generally  affect  small  portions  of  the  placental  edges 
and  are  not  infrequently  situated  near  the  insertions  of  the  tubes. 
Primary  atony  of  the  uterus  seldom  leads  to  persistent  attach- 
ment of  any  part  of  the  placenta.  Secondary  atony  is  a  common 
sequel  of  serious  haemorrhage  when  improper  attempts  have 
been  made  to  detach  the  placenta.  Retention  of  the  placenta, 
without  adhesion,  is  most  likely  to  occur  when  the  child  has 
been  rapidly  delivered  through  an  imperfectly  dilated  cervix 
without  causing  laceration,  or  when  a  stricture  of  the  canal  has 
been  induced  by  improper  internal  or  external  interference.  As 
in  certain  cases  retention  of  the  placenta  may  be  predicted  with 
some  probability,  midwives  should  in  such  be  instructed  to 
send  for  an  obstetrician.  Introduction  of  the  hand  into  the 
recently  emptied  womb,  provided  that  the  hand  and  vagina  are 
carefully  disinfected,  and  the  woman  is  not  already  feverish, 
causes  but  slight  elevation  of  temperature.  The  dangers  can 
be  further  diminished  if  the  hand  is  not  carried  to  the  fundus, 
and  if  the  hand  be  cleansed  again  before  each  repeated  intro- 
duction. Gloves  are  superfluous  to  one  who  understands  how 
to  disinfect  his  hands.  On  the  other  hand,  when  there  is  any 
endometritis  purulenta  (pyretic  labour,  tympania  uteri)  the 
introduction  of  the  hand  is  a  dangerous  measure;  further 
observation  will  show  whether  in  such  cases  it  may  not  be 
better  to  insert  an  antiseptic  plug  and  wait  for  the  uterus  to 
empty  itself.  The  indications  for  hysterectomy  in  puerperal 
sepsis  are  so  hard  to  define,  that  it  is  questionable  whether  it 
can  be  said  with  any  probability  in  any  case,  that  the  removal 
of  the  womb  will  have  any  favourable  effect  upon  the  course  of 
the  disease. 

KuNZE  {Centralh,  f,  Gyn,^  1901,  No.  5)  reports  a  case  of 
sudden  delivery  in  a  Il.-para  of  24.  The  woman  stated  that 
while  standing  in  the  kitchen  she  was  suddenly  seized  by  a 
strong  labour  pain.  The  waters  were  discharged,  and  she 
noticed  that  a  large  object  escaped  from  her  genitals.  On  his 
arrival  Kunze  found  a  child  weighing  2,765  grms.  on  the  floor, 
the  cord  was  ruptured  but  not  bleeding.  The  child  was  alive 
and  uninjured.    The  case  is  of  forensic  interest. 

Experiments  made  by  Slight,  Malcolm  and  Frost,  in  Professor 
Schfifer's  laboratory  at  Edinburgh,  seem  to  show  that  the  me- 
dullary substance  of  the  suprarenal  capsules  of  ox  or  sheep  has 
the  property  of  inducing  energetic  muscular  contractions  in  the 
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uterus,  gravid  or  otherwise,  to  a  much  greater  extent  than  the 
substances  usually  employed  with  that  object.  The  active 
principle  is  not  affected  by  the  gastric  juice,  so  the  adminis- 
tration may  be  by  the  mouth,  but  in  case  of  post-partum 
haemorrhage  more  immediate  effect  would  be  gained  by  injecting 
the  substance  into  the  uterus.  For  this  purpose  an  infusion  of 
30  grammes  of  dried  medullary  substance  in  500  of  water  may 
be  employed.  The  liquid  having  been  boiled,  60  grammes  of 
calcium  chloride  may  be  added  for  styptic  effect,  and  the  solution 
may  be  injected  at  a  suitably  high  temperature. 

Professor  Schafer  has  found  that  in  cases  of  post-haemor- 
rhagic  shock,  or  arrest  of  the  heart's  action  in  narcosis,  an 
intravenous  injection  of  this  extract  will  rapidly  re-establish  the 
action  of  the  heart,  even  after  all  circulation  seems  to  be 
stopped.  He  recommends  for  this  purpose  a  warm  decoction 
of  the  medullary  substance  in  9  per  cent,  per  miile — a  quantity 
representing  5  grammes  of  the  dry  extract — may  be  employed 
and  repeated  if  necessary. 

Induction  of  Abortion  for  Chorea  and  LsuKiEMiA. 

Merttens,  Dusseldorf  {MonaU,f.  Geb.  u.  Gyfi.,  Bd.  xii..  Heft 
3),  successfully  induced  abortion  in  the  fifth  month  in  a  IIL- 
para  of  23,  who,  till  attacked  by  chorea  so  severe  as  to  endanger 
her  life  by  interfering  with  her  taking  food,  had  been  in  good 
health. 

In  another  case,  a  VI. -para,  leukaemia,  accompanied  by  great 
cedema,  occurred  in  the  third  month.  The  woman  was  extremely 
pale,  her  spleen  much  enlarged  and  many  groups  of  her  lym- 
phatic glands  were  greatly  swollen;  there  was  also  a  trace  of 
albumen  in  her  urine.  The  case  seemed  almost  hopeless,  but 
as  a  last  resource  he  thought  it  right  to  try  to  empty  the  uterus, 
but  the  woman  died  soon  after  the  introduction  of  the  laminaria. 

The  InductioVj  of  Labour  in  Contracted  Pelves  by  means 
OF  the  Intrauterine  Bag. 
Colpeurysis  and  Metreurysis.  , 

Bosse,  Konigsberg  {Centralb,  f.  Gyn.,  1900,  No.  30),  reports 
upon  twenty-eight  cases  of  labour  in  which  the  india  rubber  bag 
was  employed.  Braun*s  colpeurynter  was  employed ;  at  the 
same  time  the  author  attributes  greater  advantages  to  Cham- 
petier's  balloon.  In  the  description  of  the  method  of  introduc- 
tion and  application,  the  most  important  point  is  the  distension 
of  the  bag,  which  must  be  carried  out  in  stages,  and  is  effected 
with  a  piston  syringe ;  it  must  not  be  filled  too  rapidly.  If  at 
once  completely  distended  energetic  contractions  come  on  very 
soon,  the  parts  are  quickly  dilated,  but  after  the  bag  is  extended 
immediately  contract  again.    Gradual  dilatation  is  more  in 
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accordance  with  physiological  conditions,  and  the  colpeurynter 
or  metreurynter,  when  slowly  distended,  is  the  best  substitute 
for  the  bag  of  membranes.  Kolpeurysis  was  employed  in  six- 
teen, metreurysis  in  twelve  cases.  It  generally  took  500  g.  to  fill 
the  bag,  occasionally  650  to  700  g.  The  author  does  not  recom- 
mend the  method  for  general  practice,  as  difficulties  are  some- 
times encountered  which  make  hospital  treatment  desirable. 

Meyer-Ruegg,  Zurich  (Corr-blLf.  Sch.  Aerzte,  1900,  No.  16), 
condemns  Gessner's  precept  to  perforate  and  extract  in  all  cases 
of  eclampsia.  Colpeurysis,  or  rather  metreurysis,  of  which  he 
gives  a  short  sketch,  is  too  little  practised.  He  describes  the 
technique  (he  uses  a  simple  iron  staff  with  a  blunt  end  for  the 
introduction),  the  contra-indications  (over-distension  of  the  lower 
uterine  segment  and  spasmodic  contraction  of  the  womb) ;  the 
less  elastic  and  therefore  better  balloon  of  Champetier  de  Ribes 
as  modified  by  MuUer  (drawing) ;  finally,  the  tulip  of  Schwar- 
zenbach  (drawing),  which  is  hard,  but  takes  less  room  and 
therefore  presses  the  presenting  part  less  backwards  and  does 
not  endanger  the  placenta. 

Krummacher,  Berlin  (Berliner  k,  Wchns,,  1901,  No.  11),  reports 
seventeen  cases  from  Gusserow*s  Clinic.  He  gives  the  details 
of  the  technique  of  introducing  the  inelastic  bag,  which  varies 
according  as  the  cervix  is  open  or  closed.  Indications  for 
metreurysis  are  given  by  all  complications  of  labour  which 
necessitate  prompt  delivery,  especially  in  eclampsia,  as  a  pre- 
liminary for  prophylactic  version,  and  in  prolapse  of  the  cord. 
A  necessary  condition  for  carrying  out  the  proceeding  is  that  the 
presenting  part  should  not  have  descended  so  low  as  to  leave  no 
room  for  the  bag. 

Ahlfeld,  Marburg  {Hegar's  BeitrOge  z,  Geb.  «.  Gyn.,  Bd.  iv., 
Heft.),  has  found  that  since  employing  the  bag  the  number  of 
children  which  lived  has  decreased  from  60*4  per  cent,  to  44-8 
per  cent.,  and  on  investigating  the  causes  of  this  deteriorisation, 
that  transverse  and  oblique  positions,  and  also  strictures  of  the 
lower  part  of  the  uterine  canal,  have  been  far  more  common. 
The  faulty  positions  are  to  be  attributed  to  the  presenting 
parts  being  forced  aside  by  the  bag,  the  strictures  to  the  fact 
that  after  the  removal  of  the  bag  the  inner  os  has  again  con- 
tracted like  an  elastic  membrane. 

Symphyseotomy  and  CiESAREAN  Section. 

Barone  (Archiv.  d'Ostet.  Ginec.,  February,  1901),  after  a  com- 
parative study  of  the  results  of  these  operations  arrives  at  the 
following  conclusions:  (i)  In  spite  of  the  recent  success  of 
Cesarean  section,  the  mode  of  operative  interference  in  de- 
formed pelves  must  be  subordinated  to  the  degree,  and  in  some 
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cases  also  to  the  nature  of  the  deformity.  (2)  Although  the 
latest  statistics  (Rubinrot  and  Abelly)  give  the  mortality  for 
Caesarean  section  as  11  per  cent,  for  the  mothers,  and  7-68  per 
cent,  for  the  children,  while  for  symphyseotomy  the  maternal 
mortality  is  12*5  per  cent.,  and  the  foetal  14*35  per  cent.,  these 
figures  must  not  be  accepted  absolutely,  but  with  selection  and 
elimination  in  favour  of  symphyseotomy,  a  point  of  great  im- 
portance in  practical  obstetrics.  (3)  The  complications  and 
post-operative  consequences  of  grave  and  dangerous  character 
laid  to  the  charge  of  symphyseotomy,  should  not  be  set  down  to 
the  operation  itself,  but  to  the  fact  that  the  minimum  for  the 
C.V.  is,  by  our  school,  set  too  low,  or  to  the  operation  being 
performed  too  late,  or  after  imprudent  attempts  have  been  made 
to  deliver,  or  especially  to  negligence  in  the  antiseptic  pre- 
cautions indispensable  for  success.  (4)  Conservative  Caesarean 
section,  in  spite  of  the  improvements  in  its  techniqtu,  is  an 
operation  beyond  the  scope  of  most  surgeons  engaged  in  private 
practice,  symphyseotomy  is  technically  more  simple,  and  does 
not  require  such  extreme  precaution  to  ensure  absolute  asepsis 
and  antisepsis,  which  in  the  former  operation  are  indispensable 
for  the  protection  of  the  mother.  In  private  practice,  there- 
fore, symphyseotomy  is  preferable  to  Caesarean  section.  (5) 
Caesarean  section,  as  an  absolute  indication,  should  be  admitted 
only  in  deformed  pelves  with  a  true  conjugate  of  less  than 
67  mm. ;  with  a  C.V.  from  67  to  80  or  81  mm.,  the  preference 
should  be  given  to  symphyseotomy.  (6)  Notwithstanding  much 
that  has  been  asserted  to  the  contrary,  symphyseotomy,  well 
performed  within  the  above  limits  and  executed  aseptically  in 
a  non-infected  patient,  ought  not  to  have  any  such  mortality, 
maternal  or  foetal,  and  any  deaths  should  be  attributed  to  some 
special  conditions  complicating  the  case,  or  to  the  operator,  but 
not  to  the  operation. 

F.  E. 

CiCSAREAN  Section. 

BiGNANi  {Archiv.  di  Ostet.  e  Gifuc,  February,  1901)  reports 
seven  cases  of  Caesarean  section  performed  in  the  Cremona 
Clinic  in  the  last  thirty  years  as  a  contribution  towards  the 
correct  solution  of  the  indications  in  cases  for  which  this  opera- 
tion is  generally  done ;  four  were  Porro  operations,  all  died 
except  the  last,  a  Caesarean  section  with  sagittal  incision  of  the 
fundus,  which  was  done  by  Bignani  himself;  five  of  the  children 
were  dead  when  delivered,  and  the  other  two  died  within  a  few 
months.  This  mortality  was  probably  due  to  the  imperfect 
knowledge  of  antisepsis  before  1880,  and  of  asepsis  up  to  1890. 
He  concludes  as  follows  :  (ij  The  exceptional  rarity  of  Caesarean 
section  in  the  Cremona  Clinic,  compared  with  the  extraordinary 
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series  of  embryotomies,  craniotomies  and  cranioclasms  during 
the  same  period,  offers  a  remarkable  contrast,  and  gives  the 
only  correct  explanation  of  the  results.  These  were  such  as  to 
render  the  operators  very  despondent  in  other  cases  in  which, 
compelled  to  perform  Caesarean  section,  they  saved  the  same 
number  of  mothers  and  all  the  children.  (2^  The  unhappy 
results  of  the  two  Saenger  and  four  Porro  operations  are,  without 
considering  the  gravity  of  the  cases  and  the  sad  state  of  the 
hospitals,  accounted  for  by  the  fact  that  they  were  necessarily 

Performed  without  the  true  and  rigorous  asepsis  now  secured, 
'he  desolating  statistics  of  other  maternities  and  special  depart- 
ments of  general  hospitals  are  to  be  attributed  to  the  same 
cause.  (3)  In  rupture  of  the  uterus  with  partial  or  complete 
escape  of  the  foetus  into  the  abdominal  cavity,  the  Porro  opera- 
tion, with  extraperitoneal  treatment  of  the  stump,  should  be 
adopted.  (4)  In  haemorrhage  from  the  placenta,  which  cannot 
be  stopped  by  ordinary  obstetric  means,  conservative  or  radical 
Caesarean  section  is  the  best  treatment  for  the  mother  and  by 
gaining  time  may  save  the  child. 

F.  E. 

Williams  (Anur.  Jour,  Obst.,  March,  1901)  records:  The 
first  case  was  a  rachitic  dwarf,  with  a  contracted  pelvis  and 
eclampsia.  She  was  admitted  into  the  hospital  in  a  comatose 
condition,  and  had  convulsions  for  twelve  hours.  The  con- 
jugata  vera  measured  two  inches.  There  was  33  per  cent,  of 
albumen  in  the  urine,  and  the  fundus  was  four  inches  above  the 
umbilicus. 

The  A.C.E.  mixture  was  used  as  the  anaesthetic,  but  very 
little  was  required.  Three  pints  of  salt  solution  were  given 
subcutaneously  on  the  table,  two  pints  more  at  midnight,  and 
repeated  every  six  hours  for  three  days.  No  convulsions 
occurred  after  the  operation.  In  sixteen  hours  she  opened  her 
eyes  and  began  to  talk,  and  her  ultimate  recovery  was  good. 
The  baby  weighed  775  lbs. 

The  second  case  was  a  woman  aged  37.  A  movable  solid 
tumour  filled  the  upper  half  of  the  abdominal  cavity,  pushing 
up  the  diaphragm  and  causing  dyspnoea.  In  the  lower  half 
of  the  abdomen  there  was  another  tumour  of  almost  equal  size, 
containing  a  living  child.  The  larger  tumour,  a  stalked  sub- 
peritoneal fibroid,  was  removed  by  myomectomy.  Two  inter- 
stitial fibroids  were  then  found  below  the  foetus,  and  blocking 
up  the  pelvis.  The  child  was  therefore  delivered  by  Caesarean 
section,  and  the  uterus  removed  by  supravaginal  hysterectomy. 
The  mother  made  a  good  recovery,  and  the  child  is  living. 

J-  F.  J. 
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Dystocia  in  a  Bicorned  Uterus. 

FocHiER,  Lyons  [Acad,  de  Mid,,  April  23,  1901),  exhibited 
a  bicorned  uterus  removed  by  abdominal  supravaginal  hysterec- 
tomy; one  of  the  comua  was  empty,  the  other  contained  the 
head  of  a  foetus  of  rather  more  than  six  months,  and  a  placenta 
with  the  membranes  still  attached.  The  patient  from  whom  the 
specimen  had  been  removed  was  a  vigorous  peasant  woman  of 
37,  who  had  previously  had  one  miscarriage.  It  had  been  found 
impossible  to  deliver  her  by  the  vagina.  The  uterine  tissue  of 
the  empty  horn,  and  at  the  level  of  the  supra-vaginal  section, 
was  so  remarkably  thick  as  to  lead  Fochier  to  believe  that  in 
case  of  retention  of  the  foetal  head,  at  all  events,  there  may  be 
sometimes  a  malformation  of  the  uterine  muscle. 

A  Series  of  Ten  Successful  Cases  of  Cesarean  Section. 
By  W.  J.  Sinclair,  Lancet^  1901,  vol.  i.,  p.  158. 

This  paper  records  ten  Caesarean  sections  without  loss  of 
either  mother  or  child.  The  first  of  these  operations  was  per- 
formed in  1890  upon  a  X.-para  aged  38  years,  suffering  from 
rapidly  advancing  osteomalacia.  The  uterus  and  appendages 
were  removed  with  a  very  satisfactory  result.  Porro's  operation 
was  also  performed  upon  a  deformed  dwarf  who  had  never  been 
able  to  walk  in  the  ordinary  manner.  Hysterectomy  with  intra- 
peritoneal treatment  of  the  stump  was  the  operation  chosen  in 
the  case  of  a  II. -para  with  a  C.V.  of  from  2  5  to  2*75  inches.  In 
the  remaining  cases  conservative  operation  was  adopted,  the 
uterine  wound  being  closed  by  deep  and  superficial  sutures,  but 
no  attempt  being  made  at  peritoneo-peritoneal  approximation. 
One  patient  was  the  subject  of  old  tubercular  disease ;  her  left 
hip  was  ankylosed  and  the  thigh  fiexed  across  the  abdomen,  and 
there  was  extreme  scoliosis.  In  another  case  labour  was  ob- 
structed by  a  solid  ovarian  tumour  which  blocked  the  pelvis  and 
was  removed  after  the  child  had  been  delivered.  The  other 
patients  had  contracted  pelves,  one  being  a  rachitic  dwarf. 

In  the  first  five  sections  drainage  was  employed,  but  it  was 
dispensed  with  in  the  remaining  operations,  two  of  which  were 
pre-arranged  and  performed  at  a  definite  time  without  waiting 
for  the  onset  of  labour.  In  such  cases  Professor  Sinclair  has  the 
membranes  pimctured  with  a  special  instrument  just  before  the 
operation.  The  escape  of  the  waters  lessens  the  uterine  tumour 
and  facilitates  the  delivery  of  the  uterus  through  the  abdominal 
wound.  This  was  done,  in  every  case,  before  incising  the  uterus, 
and  was  found  to  allow  a  cleaner  and  more  methodical  suturing 
of  the  wound  than  is  possible  if  the  uterus  is  allowed  to  remain 
within  the  abdomen.  An  elastic  tube  was  always  passed  round 
the  uterus  so  as  to  be  ready  to  compress  the  uterine  vessels  in 


4-6    Summary  of  GytUBcology,  including  Obstetrics 


case  of  emergency.  The  uterus  was  always  kept  warm  by  being 
wrapped  in  cloths  wrung  out  of  sterilised  hot  water,  and  the 
bowels  protected  by  a  packing  of  sponges.  The  increase 
in  the  length  of  the  incision  necessary  when  the  uterus 
is  to  be  pulled  out  of  the  abdomen  is  not  great,  provided 
that  the  membranes  have  been  ruptured  and  the  waters 
allowed  to  escape.  The  wound  in  the  uterus  should  be  large 
enough  to  permit  the  rapid  extraction  of  the  foetus  without 
laceration  of  the  wall  of  the  organ.  The  four-inch  incision  of 
some  authors  is  insufficient  to  allow  this  to  be  done  with  safety. 
The  incision  was  always  made  in  the  middle  third  and  in  the 
median  line.  As  involution  goes  on  the  uterine  wound  sinks, 
comes  in  contact  with  and  adheres  to  the  abdominal  wall,  and  on 
examination  after  recovery  the  uterus  was  always  found  exactly 
in  the  position  it  occupies  after  a  successful  ventrofixation. 
Professor  Sinclair  objects  to  the  transverse  incision  at  the 
fundus,  introduced  by  Fritsch,  because  it  leaves  the  sutures 
in  such  a  position  that  they  inevitably  come  into  contact 
with  the  bowels  and  omentum,  and  such  contact  must  result  in 
adhesions  with  possible  complications.  A  still  more  serious 
danger  is  that  this  fundal  incision  may  lead  to  the  adhesion  of 
the  fundus  to  the  parietes  before  involution  has  advanced  far,  so 
causing  painful  dragging  upon  the  site  of  adhesion.  It  is 
interesting  to  note  that  in  those  cases  in  which  the  uterus  was 
removed  no  milk  appeared  in  the  breasts  and  no  sugar  was  found 
in  the  urine  during  recovery.  The  contrary  was  observed  in 
several  of  the  cases  in  which  the  conservative  operation  was 
performed.  In  referring  to  a  quotation  from  a  paper  on 
"  Caesarean  Sections  in  Manchester,"  published  fifty  years  ago. 
Dr.  Sinclair  says :  "I  should  never,  1  believe,  resolve  on  the 
operation  with  a  light  heart,  but  constantly,  as  if  it  was  one's 
first  case,  see  to  it  that  the  operation  was  *  early  and  properly 
performed  *  and  that  the  after-treatment  was  to  the  best  of  my 
judgment '  judicious.'  It  is  only,  I  believe,  in  this  way  that  the 
indications  for  the  operation  can  be  so  extended  and  its  results 
so  improved  as  to  banish  from  practice  some  of  the  remaining 
opprobria  of  the  obstetric  art."  Referring  to  craniotomy,  the 
author  asks  **  how  long  into  the  twentieth  century  will  the 
obstetric  art  continue  to  act  as  procuress  to  invincible  ignorance 
and  brutish  self-indulgence  ?  "  In  case  lo,  for  instance,  crani- 
otomy was  done  on  a  mature  foetus,  then  on  twins,  and  again  after 
the  induction  of  premature  labour  at  seven  months  I  An  invalu- 
able feature  of  this  paper,  which  cannot  be  reproduced  in  an 
abstract,  is  the  careful  account  of  the  nursing  and  after  treatment 
in  each  case.  For  these  details  we  must  refer  the  reader  to  the 
original  paper,  as  they  are  most  instructive  and  afford  material 
for  much  thought.  W.  E.  Fothergill. 
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CiESAREAN  Section  for  Cancer  of  the  Rectum. 

Baldy  (Amer,  Jour.  Obst,,  January,  1901)  reports  a  case  of 
Caesarean  section  performed  on  a  woman  seven  and  a  half 
months  pregnant,  with  a  proliferating  malignant  growth  in  the 
rectum.  She  suffered  from  constant  pain,  bearing  down  in  the 
back  and  rectum,  vomiting  and  constipation.  Delivery  through 
the  pelvis  would  have  inflicted  additional  pain  and  distress  and 
shock  by  injuring  the  rectal  growth.  The  child  weighed  three 
pounds  and  five  ounces,  and  up  to  the  time  of  reporting  the 
case  had  flourished  in  an  incubator. 

J.  F-  J. 

Gessner  lately  reported  to  the  Erlangen  Medical  Society 

iMuenchener  m,  Wchns.,  1901,  No.  11),  a  Caesarean  section  per- 
ormed  by  him  in  tnortud.  The  young  primipara  had  albuminous 
urine  and  had  died  in  her  first  fit  of  eclampsia.  The  fit  itself  was 
not  observed.  The  operation  was  done  ten  minutes  after  her 
death ;  the  asphytic  child  was  resuscitated  after  two  hours' 
exertion  and  was  discharged  healthy.  After  the  removal  of  the 
child  the  uterus  contracted  firmly  and  the  placenta  seated  on 
the  posterior  wall  was  forced  into  the  wound.  The  womb  was 
taken  from  the  corpse  and  hardened,  and  a  section  through  the 
posterior  wall  proved  that  there  was  no  elevation  of  the  central 
portion  of  the  placenta  such  as  Schultze  has  described ;  on  the 
contrary  the  placenta,  though  bulging  out  in  the  centre,  was  still 
everywhere  attached  to  the  uterine  wall. 

AUTO-CiESAREAN  SECTION  I 

Loffler,  Zenica  {Wiemr  m,  Wchns,,  1901,  No.  10),  relates 
that  an  osteomalacic  Mahometan  woman  of  42,  who  had  been 
ill  for  some  months  and  feared  she  might  die  before  the  child, 
with  which  she  was  pregnant,  should  be  born,  opened  her  own 
abdomen  and  uterus  with  a  pocket-knife.  After  the  delivery  of 
the  child  she  became  unconscious,  and  her  daughter,  a  girl  of 
13,  took  charge  of  it  and  the  after-birth,  and  then,  at  her 
mother's  bidding,  sewed  up  the  abdominal  wound  with  a  rusty 
needle  and  hempen  twine.  Both  mother  and  child  survived, 
and  Loffler  had  an  opportunity  of  inspecting  the  16  cm.  long 
wound,  healed  by  first  intention.  The  rest  of  the  story  he  heard 
from  the  woman  herself,  and  has  no  reason  not  to  deem  her 
worthy  of  belief.  Since  delivery  her  osteomalacic  troubles  are 
much  better. 

The  Pre-labour  Bath  a  Source  of  Infection. 

Sticker,  Breslau  {Ccntralb.  /.  Gyn,,  1901,  No.  9),  in  connec- 
tion with  Stroganoff's  recent  article  {Ante,  vol.  xvi..  Summary, 
p.  210),  refers  to  one  of  his  own  {Zeits.f,  Geb,  u  Gyn.y  Bd.  xliv., 
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H.  I.),  in  which  he  came  to  similar  conclusions.  While  there  is 
no  chemical  proof  that  the  bath  water  finds  its  way  into  the 
vagina,  he  obtained  bacteriological  evidence  of  the  invasion  of 
the  B.  prodigiosus  into  the  vaginal  secretion.  He  does  not, 
however,  discard  the  preparatory  bath,  except  for  such  opera- 
tions as  Caesarean  section,  which  must  be  aseptic.  For  labour 
cases  an  efficient  antiseptic  may  be  added  to  the  water  in  the 
bath,  or  the  vagina  be  protected  against  the  invasion  of  bacteria 
by  a  tampon  soaked  in  an  antiseptic.  Other  sources  of  infection 
than  the  bath  may  be  found  in  digital  exploration  and  the 
drench. 

Peripheral  Gangrene  of  the  Uterus. 

Beckmann  {Zeitschrift.  /.  Geh,  u,  Gyn,,  Bd.  xlii.,  S.  423), 
points  out  that  puerperal  gangrene  of  the  uterus,  generally 
described  under  the  name  of  metritis  disscccans,  is  more  often  met 
with,  especially  in  private  practice,  than  is  generally  supposed. 
As  a  matter  of  fact  it  is  seldom  diagnosed,  for  a  fragment  of  tissue 
expelled  from  the  uterus  is  too  readily  accepted  as  placental  debris. 
His  opinions,  based  upon  forty  observations,  twelve  of  which 
are  given  in  detail,  are  that  this  uterine  gangrene  is  an  infectious 
malady  due  to  the  invasion  of  streptococci,  which,  penetrating 
deeply  along  the  course  of  the  blood-vessels  and  lymphatics, 
lead  to  extensive  thromboses,  followed  by  the  necrosis  of  the 
corresponding  tissues.  The  affection  begins  during  or  shortly 
after  delivery ;  the  temperature  seldom  exceeds  49*5°  C,  but  the 
pulse  is  rather  rapid.  Characteristic  symptoms  are,  a  pro- 
nounced delay  in  the  involution  of  the  uterus,  the  volume  of 
which  is  increased  by  cedema  due  to  the  impeded  circulation, 
and  in  the  cavity  of  the  organ  a  prominence  of  the  uterine  wall. 
The  discharge,  at  first  bloody  and  very  abundant,  soon  becomes 
blackish  in  colour  and  malodorous,  and  about  the  twentieth 
day  purulent. 

The  necrosed  tissue  is  generally  eliminated  in  the  fourth 
week,  and  sometimes  in  the  form  of  a  complete  sac  correspond- 
ing to  the  form  of  the  uterus,  and  containing  muscular  tissue, 
in  other  cases  in  fragments,  long  or  ovoid  in  shape.  Imme- 
diately after  its  expulsion  the  temperature  falls  and  the  sickening 
smell  decreases  considerably.  Occasionally  in  the  course  of  the 
malady  perforation  may  take  place  and  lead  to  fatal  peritonitis, 
or  the  patient  may  sink  under  the  symptoms  of  general 
septicaemia,  but  in  the  absence  of  complications  they  generally 
recover;  only  eleven  of  Beckmann's  cases  were  fatal,  i,e.y 
27*5  per  cent. 

Treatment  has  little  effect  on  this  affection.  The  author 
recommends  the  support  of  the  system  by  a  nourishing  diet 
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and  large  doses  of  alcohol ;  locally  he  advocates  expectation,  and 
particularly  deprecates  as  dangerous  and  uncertain  in  effect 
the  use  of  intrauterine  injections. 

Puerperal  Infection  and  Marmorek's  Serum.  By  R. 
LABUSQUiiiRE.  Annales  dc  Gynecologic  ct  d'ObstetfiquCy  March, 
1901. 

The  bacterial  diagnosis  of  puerperal  infection  is  a  matter  full 
of  diflSculty ;  the  streptococcus  is  the  miCro-organism  most  fre- 
quently observed,  but  very  many  other  germs  may  take  part 
in  the  infection,  and  the  virulence  of  the  streptococcus  itself 
varies  enormously  in  different  experimental  results.  To  obtain 
recognition  of  the  benefits  of  seropathy  it  is  most  desirable  that 
the  bacterial  diagnosis  should  be  so  simplified  that  it  can  be 
made  in  every  case,  that  a  suitable  classification  should  be 
adopted  and  that  we  should  have  at  our  disposal  a  serum  at 
once  effective  and  innocuous. 

Savor  has  treated  by  serum  fifteen  cases  in  which  the  strepto- 
coccus had  been  isolated  from  lochia  collected  from  the  puerperal 
uterus,  and  one  case  of  erysipelas  in  a  puerperal  woman.  In 
six  instances  there  was  complete  failure,  and  while  the  results 
were  doubtful  in  five,  in  five  only  did  they  seem  to  be  favour- 
able, and  one  of  these  was  not  a  serious  one.  Nevertheless,  he 
has  hope  for  this  method  of  treatment,  and  recommends  that 
further  investigation  should  be  made. 

Blumberg  has  treated  twelve  cases  by  the  serum  of 
Marmorek ;  all  the  cases  were  severe,  and  in  all  but  three  a 
bacteriological  examination  of  the  lochia  was  made.  He 
directed  his  investigation  to  (i)  the  curative  effects  of  the 
treatment ;  (2J  the  secondary  effects  of  the  serum ;  (3)  the 
conditions  which  might  prevent  such  secondary  effects.  One 
patient  recovered  from  infection  by  anaerobic  diplococci,  but  the 
serum  did  not  appear  to  have  any  influence  on  the  course  of  the 
disease.  Four  cases  were  mixed  infection  with  streptococci; 
two  died;  on  one  other  the  serum  seemed  to  have  no  effect; 
the  fourth  appeared  to  improve  immediately  after  the  injection, 
the  temperature  from  39°  to  39*6°  became  normal  in  three 
days.  Two  cases  of  pure  streptococcic  infection  recovered,  and 
in  one  of  them  the  beneficial  effect  of  the  serum  was  particu- 
larly marked;  after  the  injection  on  two  consecutive  days  of 
20  grms.  of  serum,  the  temperature  fell  to  normal,  having 
previously  been  40°  (104°  F.) ;  the  injection  having  been  omitted 
it  rose  again  to  40*0°,  but  returned  definitely  to  normal  after  the 
injection  had  been  resumed  for  three  or  four  days.  In  two  cases 
the  lochia  were  found  sterile ;  they  both  recovered,  the  tempera- 
ture having  become  almost  or  quite  normal  a  day  or  two  after 
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the  injections  had  been  commenced.  In  the  cases  in  which  no 
bacterial  examination  had  been  made,  the  temperature  in  two 
became  normal  after  injections  of  serum  in  three  or  four  days, 
the  remaining  one  had  begun  to  improve  before  the  serum  was 
injected. 

Blumberg  infers  that  the  serum  is  beneficial  in  pure  strep- 
tococcic infection,  but  that  no  definite  conclusions  can  be  for- 
mulated on  the  small  number  of  cases  hitherto  recorded.  He 
believes,  however,  that  the  secondary  effects,  local  and  diffuse, 
sometimes  met  with  after  serum  injections,  can  be  prevented  by 
making  sure  that  the  whole  of  the  serum  reaches  the  subcu- 
taneous cellular  tissue  and  that  not  a  particle  of  it,  however 
small,  is  inserted  into  the  integument. 

P.  Z. 

Serotherapy. 

ScHARFB,  Halle  {Beitrdge  ^.  Geb.  ii.  Gyff.,  Bd.  iii.,  S.  226), 
reports  twenty-three  cases  treated  by  antistreptococcus  serum 
sent  by  Marmorek  himself  to  Fehling,  and  concludes  that  this 
treatment  has  no  demonstrable  efifect  upon  the  course  of  the 
puerperal  infection.  No  serious  bad  results  weie  met  with  :  the 
anamneses  only  recount  one  abscess  at  the  seat  of  injection  and 
a  few  instances  of  erythema.  Even  as  regards  diagnosis,  the 
serum  has,  according  to  Scharfe,  no  value ;  on  the  other  hand 
it  seems  to  give  some  help  in  the  prognosis ;  patients  in  whom 
the  temperature  and  pulse  fell  rapidly  from  twelve  to  thirty- 
six  hours  after  the  injection  generally  got  well. 

The  Diplo-Streptococcus  in  Puerpural  Peritonitis. 

Walthard,  Bern  {Monats.  /.  Geb»  ».  Gyn,,  Bd.  xii.,  S.  688), 
considers  the  diplo-streptococcus  to  be  a  pathological  micro- 
organism and  no  saprophyte ;  like  the  S.  pyogenes  of  sapro- 
phytic character  it  is  to  be  found  in  dead  media  of  nutrition,  in 
the  vaginal  secretion  of  healthy  pregnant  women,  in  the  lochia 
of  healthy  puerperae,  in  the  intestinal  canal  of  healthy  men. 
As  a  factor  in  inflammation  of  a  parasitic  nature  the  diplo- 
streptococcus  is  met  with,  in  pure  cultures  in  inflamed  tissue  of 
the  endometrium  and  the  tubal  mucosa,  and  in  the  exudats  of 
endometritis,  salpingitis,  and  oophoritis,  as  well  as  in  those  of 
peritonitis,  pleuritis,  and  pericarditis  puerperales.  It  may 
penetrate  along  the  tube  from  the  endometrium  and  give  rise  to 
fatal  peritonitis  without  entering  the  lymphatic  or  bl^d  circula- 
tion of  the  uterus ;  such  peritonitis  may  be  distinguished  from 
that  due  to  the  S.  pyogenes  by  its  stealthy  course  and  by  the 
longer  duration  of  the  illness  before  it  assumes  the  character  of 
a  general  suppurative  peritonitis. 
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Puerperal  SspTiCiEMiA  and  Surgical  Intervention. 

The  question  of  surgical  intervention  in  the  treatment  of 
puerperal  septicaemia  has  been  recently  under  discussion  at  the 
Paris  Society  of  Surgery  {Semaine  Medicale,  pp.  76,  84,  93,  104). 

RocHARD  reported  five  cases,  all  fatal.  In  the  first  there  were 
several  collections  of  pus,  but  after  cleaning  out  the  small  pelvis 
he  left  the  uterus  ;  in  the  other  four  he  removed  the  organ  three 
times  by  laparotomy,  once  by  the  vagina.  None  of  the  patients 
recovered,  but  he  considers  that  these  unfortunate  results  were 
due  to  delayed  intervention,  and  continues  a  firm  partisan  of 
hysterectomy  in  the  treatment  of  puerperal  infection,  with  the 
proviso  that  the  intervention  must  be  prompt.  Personally  he 
prefers  the  abdominal  route  as  permitting  the  direct  examination 
of  the  lesions,  and  because  the  friable  state  of  the  womb  after 
delivery  is  unfavourable  for  vaginal  operation.  Bazy  said  he 
had  twice  removed  the  uterus  for  puerperal  infection,  once  by 
the  vagina  and  once  by  the  abdomen,  but  both  cases  died. 
Segond  concurred  with  Rochard  that  the  vaginal  route  after 
confinement  was  extremely  difiicult,  and  the  abdominal  one,  if 
either,  to  be  preferred.  Terrier  said  that  the  only  successful 
case  of  hysterectom /  for  puerperal  infection  in  his  service  had 
been  one  in  which  the  operation  had  been  performed  a  few  hours 
after  the  admission  of  the  woman,  who  had  not  been  many 
days  ill. 

Tuffier  had  collected  45  cases  of  surgical  intervention  for 
puerperal  infection,  the  results  being  28  recoveries  and  17  deaths. 
There  were  40  cases  of  hysterectomy,  22  abdominal  with  15 
recoveries,  and  18  vaginal  with  10  cures. 

Chaput  considered  vaginal  hysterectomy  to  be  contra-indi- 
cated by  the  friability  of  the  uterus,  that  an  abdominal  operation 
would  only  aggravate  the  danger  of  the  infection.  It  was 
better  merely  to  curette  and  disinfect  the  uterus,  and  by  so 
doing  he  had  had  excellent  results  in  cases  that  had  appeared 
to  be  desperate.  Abdomino-utero-vaginal  drainage  might,  some- 
times, be  usefully  added. 

Ricard  said  that  in  regard  to  surgical  measures  a  clear  dis- 
tinction must  be  drawn  between  two  categories  of  very  different 
cases.  In  the  one  there  is  a  local  lesion  indisputably  demanding 
some  surgical  intervention  appropriate  to  the  particular  lesion  ; 
in  the  other  there  is  a  generalised  infection,  and  we  have  to 
determine  not  only  the  indication  for  intervention  but  also  its 
nature.  Our  statistics  comprise  2,640  cases  of  sepsis  with  105 
deaths.  The  temperature  in  851  of  the  2,640  exceeded  39*0^, 
and  nevertheless,  the  death-rate  of  the  851  was  only  13  per 
cent«  The  mortality  in  our  maternities  in  pronounced  puerperal 
sepsis  may  be  ^d  to  oscillate  somewhere  about  10  per  cent. 
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without  any  other  intervention  than  that  currently  in  use.  I 
have  not  been  able,  after  all  the  observations  I  have  examined, 
to  discover  any  clinical  sign,  either  in  the  patient^s  general  state 
or  in  local  conditions,  which  can  be  accepted  as  an  indication 
for  hysterectomy,  and  therefore,  considering  the  results  obtained 
by  the  ordinary  treatment,  do  not  hesitate  to  declare  that,  as 
long  as  we  are  unable  to  formulate  such  indication,  we  are  not 
justified  in  performing  hysterectomy  for  puerperal  infection. 

Poirier,  Quenu,  Regnier  and  Segond  were  all  unfavourable  to 
hysterectomy. 

Faure,  in  a  communication  reported  on  by  Rochard,  stated 
that  he  had  performed  hysterectomy  for  puerperal  infection  in 
seven  cases,  and  always  by  the  vaginal  route.  To  obviate  the 
difficulty  arising  from  the  friability  of  the  uterus  he  recommended 
the  use  of  cyst  forceps  rather  than  volsella  ;  by  so  doing  he  had 
been  able  to  terminate  his  operations  very  rapidly,  in  from  four 
to  fifteen  minutes.  Six  of  his  patients,  operated  on,  so  to  say, 
in  extremis^  he  had  been  unable  to  save,  but  the  seventh  recovered 
perfectly. 

Fatal  HiEMORRHAGE  from  the  Umbilical  Cord. 

Paulsen,  Ellerbeck  {Munchener  Med,  Wchns,  1900,  No.  46), 
reports  a  case  of  spontaneous  haemorrhage  from  the  umbilical 
cord,  fatal  on  the  tenth  day  after  birth.  The  child  was  a  bleeder, 
and  loss  of  blood  from  the  intestines  contributed  to  the  fatal 
result.  He  remarks  :  spontaneous  haemorrhage  from  the  umbili- 
cal cord  is  very  uncommon,  but  from  its  bad  prognosis  is  a  most 
alarming  occurrence.  Its  cause  as  yet  is  not  quite  clear,  but  it 
seems  to  be  a  consequence  of  three  different  diseases ;  acute 
fatty  degeneration  of  the  new-born  (Buhl's  disease) ;  congenital 
syphilis,  and  then  generally  in  prematurely-born  children ;  and 
general  sepsis.  It  has  more  rarely  been  met  with  in  haemo- 
philia; Grandidier,  among  224,  found  only  11  cases  in  which 
such  haemorrhage  was  to  be  attributed  to  haemophilia. 

Balin,  Odessa  {Centralb.  /.  Gy».,  1900,  No.  43),  records  a 
case  dying  within  two  hours  of  birth.  The  mother  had  aborted 
three  times  and  was  possibly  syphilitic,  but  the  child  showed  no 
symptom  of  the  disease.  The  cord  had  been  tied  by  the  mid- 
wife, the  bleeding  was  not  noticed  for  some  time.  The  greatest 
care  should  be  paid  to  the  proper  ligature  of  the  cord — and  the 
new-born  child  should  be  kept  under  observation. 

Mammary  Gland.    The  Bacterial  Flora  of  the  New-born 
Infant's  Mouth  in  Relation  to  Mastitis. 

Kneise,  Halle  {Herat's  Beitrdge  z,  Geb,  u.  Gyn.,  Bd.  iv.. 
Heft  i),  has  made  a  careful  investigation  of  the  bacterial  flora 
in  the  mouths  of  fifty  infants,  searching  particularly  for  gono- 
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cocci  and  the  bacteria  of  suppuration.  In  the  course  of  the 
first  day  the  number  of  micro-organisms  was  considerable. 

Of  the  purulent  bacteria,  staphylococci  were  found  in  loo 
per  cent.,  streptococci  in  73*73  per  cent.  All  children  delivered 
per  vias  naturaks  were  born  with  bacteria  in  their  mouths.  The 
infection  of  the  mammary  gland  often  comes  from  this  source. 
Pathogenic  germs  were  found  in  one-half  of  the  cases,  even  when 
the  vagina  had  not  been  touched  (for  examination),  and  the  flora 
of  the  vagina  were  identical  with  those  of  the  infant's  mouth, 
into  which  they  had  found  their  way,  owing  to  swallowing,  or 
contractions  of  the  vaginal  muscular  tissue.  Prophylaxis  is  the 
best  treatment  of  mastitis. 

Hypertrophy  of  the  Mammary  Gland. 

DoNATi,  Innsbruck  {Centralb.f.  Gyn.,  1900,  No.  35),  reports  a 
case  of  the  above  in  a  19-year-old  primipara,  in  whom  on  account 
of  serious  nephritis,  labour  was  induced  at  the  eighth  month. 
He  reproduces  a  photograph  taken  three  weeks  after  delivery, 
and  the  dimensions  of  the  breast,  the  clinical  conditions  and 
anamnesis  led  him  to  diagnose  a  true  hyperplasia  of  the 
mammae.  No  treatment  was  required,  as  the  general  health  and 
capabilities  were  not  affected.  He  has  not  been  able  to  find 
more  than  twenty-three  cases  of  this  anomaly  described  in 
literature. 
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With  very  great  regret  we  have  heard  of  the  death  of  a 
distinguished  Fellow  of  the  British  Gynaecological  Society, 
Dr.  Horace  Tracy  Hanks,  Emeritus  Professor  of  Diseases  of 
Women,  New  York  Post-Graduate  School,  who  was  President 
of  the  New  York  Obstetrical  Society  in  1887-89. 

Cagliari. — Dr.  Pintor  Pasella,  formerly  assistant  to  Pro- 
fessor Giordano  at  Tprin  and  acting  professor  at  Cagliari,  has 
died  at  Florence.  He  was  the  author  of  a  noteworthy  mono- 
graph on  Pelvic  Hydatids  '*  and  of  several  obstetrical  works. 
Professor  Remedi  has  been  installed  as  teacher  of  Obstetrics 
and  Gynaecology  in  the  Royal  University. 

Chicago. — Dr.  Frederic  C.  Schaefer  has  been  appointed 
Gynaecologist  to  St.  Elizabeth's  Hospital  and  Surgeon-in-chief 
to  St.  Hedwig*s  Hospital. 

Dr.  J.  Halliday  Croom,  whose  period  of  office  as  physician 
for  diseases  of  women  in  the  Edinburgh  Royal  Infirmary  has 
expired,  has  been  unanimously  elected  Consulting  Gynaecologist 
to  that  institution  by  the  Board  of  Managers,  who  have  recorded 
their  grateful  thanks  for  the  faithful  and  unstinted  devotion  with 
which  he  has  for  fifteen  years  laboured  for  the  institution.  Dr. 
David  Barry  Hart  has  been  appointed  Gynaecologist,  and  Dr. 
Milne  Murray  and  Dr.  N.T.  Brewis  Assistant-Gynaecologists,  to 
the  Edinburgh  Royal  Infirmary. 

Professor  Frommel,  Editor  of  the  well-known  Jahresbericht 
/.  GehurtshUfe  u,  Gynakologie,  has  resigned  the  chair  he  occupied 
at  Erlangen  and  is  going  to  reside  at  Monaco.  In  recognition 
of  his  long  and  valuable  services  he  is  allowed  to  retain  his  rank 
and  title  as  University  Professor. 

Erlangen. — For  the  Chair  of  Obstetrics  and  Gynaecology, 
vacated  by  the  resignation  of  Professor  Frommel,  the  Medical 
Faculty  nominated:  (i)  Professor  Pfannenstiel,  Breslau;  (2) 
Privat-docent  Dr.  A.  Gessner,  Erlangen;  (3)  Privat-docent 
Otto  V.  Franqu6,  Wurzburg ;  Privat-docent  Dr.  KrOnig, 
Leipsic.   Dr.  Gessner  has  been  appointed  by  the  Government. 
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Hallb. — Professor  £.  Bumm  succeeds  to  the  chair  of 
Obstetrics  and  Gynaecology  vacated  by  the  transfer  of  Pro- 
fessor Fehling  to  Strasburg,  and  Dr.  O.  v.  Herff,  of  Halle,  to  the 
chair  at  Basle  vacated  by  Professor  Bumm. 

Leipsic— Dr.  Krdnig  and  Dr.  Menge  {privat-docenten)  have 
been  appointed  Extraordinary  Professors  of  Gynaecology. 

At  the  biennial  election  of  officers  of  the  Munich  Gynaeco- 
logical Society,  Privat-docent  Dr.  Joseph  Alb.  Amann,  director 
of  the  Royal  Gynaecological  Clinic  ^No.  2),  was  chosen  ist 
President ;  Dr.  Gossmann,  2nd  President.  Doctors  Arthur 
Mueller  and  Bruenings,  Secretaries;  and  Professor  Dr.  SneguirefF, 
of  Moscow,  was  elected  an  Honorary  Fellow  of  the  Society. 
Professor  Amann  has,  at  his  own  wish,  been  relieved  of  the 
charge  of  the  Gynaecological  Clinic  in  Reisingerianum,  with 
cordial  recognition  of  his  many  years'  valuable  service. 

Dr.  Cbsarb  Morletti  and  Dr.  Ersilio  Ferroni  have  been 
appointed  free  unattached  teachers  of  Obstetrics  and  Gynae- 
cology at  Padua  and  Pa  via  respectively,  and  Dr.  A.  Saladino  at 
Sienna. 

The  mixed  Commission  from  the  University  and  Municipality 
of  Paris  for  the  nomination  of  candidates  for  the  new  Chairs 
recently  founded  by  the  Municipal  Council,  has  sent  for  confir- 
mation to  the  Minister  the  names  of  the  candidates  in  the  following 
order:  For  the  Chair  of  Gynaecology,  M.  Pozzi,  M.  Bouiily,  M. 
Segond ;  for  the  Chair  of  Infantile  Surgery,  M.  Kermisson,  M. 
Brun.  M.  Pozzi  and  M.  Kermisson  have  been  appointed  by 
the  Minister.  Professor  Pozzi,  it  may  be  remembered,  was 
one  of  the  eminent  foreigners  on  whom  the  Royal  College  of 
Surgeons  conferred  its  Honorary  Fellowship  on  the  occasion  of 
its  Centenary  Celebration.  He  is  also  a  member  of  the  French 
Senate. 

Professor  Rein  has  been  transferred  to  St.  Petersburg 
from  Kieff,  where  he  is  succeeded  by  Professor  Muratow,  of 
Dorpat.  Dr.  Massen,  privcU-docent  at  St.  Petersburg,  has  been 
given  the  Dorpat  chair. 

Strasburg. — Professor  Freund,  who  has  been  engaged  in 
teaching  at  Strasburg  since  1879,  has  resigned,  and  is  returning 
to  live  in  Berlin.  He  was  entertained  at  a  farewell  banquet  by 
the  Medical  Society  of  Alsace  and  Lorraine,  which  was  attended 
by  two  hundred  of  hjs  coUeages  and  former  pupils,  when  Doctors 
Naunyn  and  Biedert  in  eloquent  speeches  expressed  the  aflFec- 
tionate  regret  felt  by  all  at  losing  him  from  among  them,  and  the 
regard  with  which  they  would  continue  to  esteem  him. 
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Vienna. — Dr.  R,  Savor  to  be  privat-docent  of  Obstetrics  and 
Gynaecology. 

WuRTZBURG. — Dr.  G.  Burckhardt  is  made  a  privat-docent  in 
Obstetrics  and  Gynascology.  The  title  and  rank  of  Extra- 
ordinary Professor  is  bestowed  on  Dr.  Otto  v.  Franqu6y  privat- 
docent  of  Gynaecology. 

Dr.  W.  J.  Smyly,  of  Dublin  (ex-President  British  Gynaeco- 
logical Society),  is  to  deliver  the  Ingleby  Lecture  in  the  University 
of  Birmingham  on  Tuesday,  May  14,  upon  "  The  Lower  Uterine 
Segment  and  the  Contraction  Ring." 

At  the  ninth  Congress  of  the  German  Society  of  Gynae- 
cology to  be  held  at  Giessen  from  May  29  to  June  i,  1901, 
the  following  questions  will  be  discussed : — (i)  Cancer  of  the 
Uterus ;  (2)  Eclampsia. 

The  sixty-ninth  annual  meeting  of  the  British  Medical  Asso- 
ciation will  be  held  at  Cheltenham  on  Tuesday,  Wednesday, 
Thursday,  and  Friday,  July  30,  31,  August  i  and  2,  1901.  In 
Section  C  (Obstetrics  and  Gynaecology)  the  officers  are :  Presi- 
dent, Professor  John  William  Byers,  M.D. ;  Vice-Presidents, 
Alfred  Square  Cooke,  M.R.C.S. ;  William  Duncan,  M.D. 
Honorary  Secretaries,  Miss  Eveline  A.  Cargill,  M.D.,  Lansdown 
Lodge,  Lansdown  Road,  Cheltenham;  Comyns  Berkeley,  M.D., 
53,  Wimpole  Street,  W. 

The  Seventy-third  Congress  of  German  Naturalists  and 
Physicians  will  meet  at  Hamburg  from  September  22  to  28, 
1901,  in  sixteen  Sections:  No.  5,  Obstetrics  and  Gynaecology. 

In  Switzerland  539  women,  nearly  all  foreigners,  are  now 
studying  medicine,  the  number  of  students  at  the  different 
faculties  being  as  follows : — Basle,  141  men  and  4  women ;  Bern, 
186  men,  202  women  ;  Geneva,  180  men,  177  women ;  Lausanne, 
121  men,  62  women;  Zurich,  208  men,  94  women;  altogether 
1,375,  of  whom  only  608  men  and  24  women  are  natives  of 
Switzerland. 
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On  Reflex  Phenomena  and  Sympathetic  Processes  in  the 
Female  Genital  Organs:  their  Adnexa,  and  other 
Parts  of  the  Body. 

Kehrer  (Milnchefur  med.  Wckns,,  igoi,  No.  23,  S.  951), 
discussing  the  above  subject  at  the  Heidelberg  Medical  Society, 
included  among  the  reflex  phenomena  the  reflex  erection  of 
the  distensile  parts  of  the  vulva,  the  contraction  of  the  muscular 
tissue  of  the  pelvic  floor,  and  also  the  contraction  of  the  gravid 
and  puerperal  uterus  induced  by  excitation  of  the  nipples. 
Pfliiger's  theory  that  the  ripening  of  a  Graafian  follicle  causes 
a  reflex  genital  hyperaemia,  with  an  exudation  of  blood  and 
mucus  upon  the  uterine  mucosa,  he  could  not  accept,  because 
periodic  uterine  haemorrhage  had  been  observed  repeatedly  after 
complete  castration. 

The  sympathetic  isochronous  processes  he  divided  into  two 
groups : — 

(1)  Those  occurring  at  certain  times  of  the  day  or  year; 
periodical  waking  and  sleeping,  the  coming  on  heat  of  wild 
animals  at  certain  seasons  of  the  year. 

(2)  Those  affecting  individuals  at  certain  times  of  life  and 
succeeding  each  other  in  definite  order :  to  wit,  the  onset  of 
puberty  and  sexual  desire,  the  phenomena  of  pregnancy,  labour, 
and  childbed,  and  the  occurrence  of  the  menopause. 

In  Kehrer*s  opinion  certain  atmospheric  changes  may  he 
accepted  as  factors  in  the  first  group,  but  the  second  cannot  be 
attributed  to  any  changes  in  the  constitution  of  the  fluids  of  the 
body,  but  are  rather  due  to  some  influences  as  yet  unknown. 
That  certain  products  of  change  in  the  gravid  genitals  find  their 
way  into  the  fluid  circulating  in  the  system  and  act  as  galacta- 
gogues,  stimulating  the  growth  and  secretion  of  the  mammary 
glands,  or  that  certain  glands  may  be  stimulated  by  the  gravid 
genitals  to  secrete  matter  to  act  as  a  galactagogue,  may 
possibly  be  imagined ;  but  such  views  are  untenable,  since 
in  childbed  the  action  of  the  mamma  on  the  uterus  is  in  the 
opposite  direction.  Daring  childbed  the  genitals  undergo  invo- 
lution,  while  the  mammae  reach  their  maximum  development 
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on  the  third  day  and  continue  their  secretion  for  some  lon«2C 
time  afterwards ;  moreover,  after  division  of  all  the  mammary 
nerves,  and  even  after  transplantation  of  the  gland,  the  hyper- 
trophy and  secretion  of  colostrum  proceeds  parallel  with  the 
enlargement  of  the  uterus.  As  to  the  causes  of  the  simultaneous 
changes  in  the  genitals,  mammae,  and  other  parts  of  the  body 
during  pregnancy,  at  present  all  we  can  say  is  that  neither 
nervous  influences  nor  alteration  in  the  blood  need  be  con- 
sidered. 

Clitoris  Crises  in  Tabes  Dorsalis. 

K6STER,  Leipsic  {Milnch.  md,  Wchns.^  1901,  No.  5),  met 
with  these  exceptional  phenomena,  which  have  been  chiefly 
described  by  French  authors,  in  a  woman  of  49,  who,  in  addition 
to  tabetic  affections  of  the  bones  and  joints  and  laryngeal  crises, 
had  for  ten  years  been  suffering  from  a  peculiar  form  of  clitoris 
crises,  which  occurred  every  four  weeks  at  the  menstrual  periods, 
without  excitation  on  her  part,  and  generally  when  she  was  in 
bed.  At  their  onset  she  suddenly  felt  a  voluptuous  tickling  in 
the  vagina  that  extended  downwards  to  the  vulva  and  erected 
clitoris.  The  sensations  increased  in  a  short  time  to  an  erotic 
spasm  ending  in  a  discharge  of  mucus  from  the  vagina.  Directly 
the  voluptuous  feelings  ceased  she  was  attacked  by  acute  pains 
in  the  vagina  and  hypogastrium  radiating  to  the  spine,  and, 
with  short  pauses,  lasting  for  several  hours.  The  menopause, 
established  two  and  a  half  years  ago,  had  not  induced  any 
change  in  the  onset  or  course  of  these  erotic  spasms.  The 
genitals  were  normal  except  for  senile  atrophy.  The  woman 
had  not  had  any  children  born  alive  but  had  aborted  twice,  and 
there  was  probably  specific  infection  from  a  dissolute  husband. 

On  a  Form  op  Utbrinb  Atresia  hitherto  Unrecognised 
(Mesonbphric  Adenomyoma).  By  Professor  L.  Landau, 
of  Berlin.  Being  an  Address  to  the  Berlin  Medical  Society 
delivered  on  January  22,  1901.* 

The  various  forms  of  atresia  of  the  genital  female  canal, 
apart  from  their  interference  with  its  functions,  are  in  themselves, 
unless  submitted  in  good  time  to  surgical  treatment,  dangerous 
to  life,  and  therefore  merit  our  consideration  not  merely  from 
a  scientific,  but  in  a  still  greater  degree  from  a  practical  point 
of  view.    With  the  exception  of  the  physiological  atresia  of  old 


*  The  German  report  of  this  address,  kindly  forwarded  to  as  by  the  dis- 
tinguished author,  was  unfortunately  delayed  in  transmission  and  did  not  arri%*e 
until  it  had  been  already  noticed  in  the  weekly  journals.  We  are,  however,  glad 
to  give  it  to  our  fellows  tn  extensor  as,  both  in  regard  to  the  atresia  and  the 
tumour,  it  is  of  exceptional  clinical  and  pathological  interest 
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age,  after  the  cessation  of  menstruation,  and  that  form  associated 
in  earlier  life  with  arrested  development  or  absence  of  the  uterus, 
these  deformities,  if  left  alone,  usually  lead  to  death  from  the 
rupture  of  a  haematosalpinx  and  the  consequent  bleeding  and 
peritonitis. 

The  diagnosis  of  an  atresia  affecting  the  female  genital  canal 
is  not  a  matter  of  any  difficulty,  and  depends  merely  on  an 
examination  of  the  genital  canal.  Unfortunately,  just  as  even 
in  severe  climacteric  haemorrhage,  the  bleeding  is  erroneously 
accepted  as  normal  and  connected  with  the  climacteric,  while  in 
reality  a  carcinoma  is  slowly  developing  without  causing  any 
of  the  classical  symptoms,  such  as  pain  and  discharge,  so  too 
often  examination  is  neglected  in  these  cases,  and  there  are  two 
reasons  for  this  omission.  There  is  in  the  first  place  the  objection 
generally  felt  to  subjecting  young  persons  to  such  an  examina- 
tion, the  valuable  data  that  may  be  obtained  by  rectal  palpation 
being  often  forgotten,  and  secondly,  the  superstition  that  the 
onset  of  menstruation  is  generally  attended  by  a  certain  amount 
of  trouble,  or  not  uncommonly  postponed  for  several  years. 

In  fact,  if  menstruation  with  external  bleeding  is  established, 
in  the  opinion  of  a  good  many  people  there  is  nothing  whatever, 
in  spite  of  any  existing  distress,  to  justify  an  exploration.  The 
case  is  diagnosed  as  one  of  dysmenorrhcea,  and  the  usual  treat- 
ment is  adopted  with  the  usual  unsatisfactory  results,  and  the 
patient  ultimately  succumbs  just  because  no  efifort  has  been 
made  to  discover  the  atresia,  the  true  cause  of  her  complaint. 

It  is  especially  important  for  the  practitioner  to  bear  in  mind 
those  cases  in  which  the  genital  canal  is  double,  one  half  forming 
an  open  passage  and  the  other  being  occluded.  In  such  the 
question  of  the  atresia  of  the  one  half  leading  to  a  fatal  ter- 
mination is  quite  independent  of  the  other  half  of  the  uterus 
discharging  menstrual  blood  or  not.  It  is  of  course  in  young 
persons  that  such  fatal  termination  is  met  with. 

As  cases  of  atresia  with  consequent  congestion  in  early  life 
generally  come  under  a  physician's  notice,  I  was  no  little  sur- 
prised last  year  at  being  consulted  by  a  woman  of  40  who  had 
never  menstruated,  and  whose  complaints,  confirmed  by  her 
condition,  were  typical  of  uterine  atresia  with  haematometra  and 
haematosalpinx  duplex.  From  her  twelfth  year,  without  ever 
losing  any  blood,  she  had  every  four  weeks  suffered  from  severe 
troubles  on  account  of  which  she  had  twice  (in  her  i8th  and 
23rd  years)  sought  to  be  operated  upon.  For  the  last  three 
years  she  had  been  bedridden  and  unfit  for  work  owing  to 
repeated  attacks  of  hypogastric  inflammation.  I  was  much 
struck  by  the  history  of  the  case,  for,  as  I  have  said,  the  per- 
sistence of  an  atresia  of  the  genital  canal,  with  such  consequences 
for  such  a  long  time,  without  leading  to  death,  was  a  new  fact 
to  me. 
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The  woman  was  well  built  and  otherwise  normal,  but  on 
making  a  vaginal  examination  I  came,  at  a  distance  of  6  cm.» 
upon  an  extraordinarily  dense  voluminous  mass  replacing  fornix 
and  cervix,  above  which  a  tumour  about  the  size  of  a  child's 
head  projected,  right  and  left,  out  of  the  small  pelvis.  In  spite 
of  the  condition  of  the  parts,  which  quite  corresponded  with  the 
presence  of  suppurating  inflammatory  disease  of  the  adnexa, 
I  could  not  dismiss  the  idea  that  I  had  to  deal  with  blood  sacs, 
as  on  operation  was  found  to  be  the  case. 

It  was  impossible  to  operate  from  the  vagina  and  therefore, 
apart  from  any  other  reasons,  I  performed  an  abdominal  lapar- 
otomy, and  with  some  considerable  difficulty  removed  the  uterus 
and  the  whole  of  the  tumours.  In  the  specimen  before  you  you 
see :  haematometra  corporis  uteri,  haematosalpinx  duplex ;  right- 
sided  oophoritis  productiva,  and  cystoma  ovarii  sinistri  haemor- 
rhagicum ;  there  is  also  pachy-pelvi-peritonitis  adhaesiva  and 
some  haematomatous  cysts  of  the  pelvic  connective  tissue. 
Finally,  you  may  see  that  in  place  of  the  cervix  there  is  a 
roundish  solid  tumour,  the  size  and  shape  of  an  apple,  continuous 
with  the  corpus  uteri. 

The  examination  of  the  tumour  thus  completely  occluding 
the  uterus  and  taking  the  place  of  the  cervix  and  of  the  fornix 
vaginae,  disclosed  a  condition  most  remarkable  anatomically  and 
in  its  aetiology,  and,  so  far  as  I  have  been  able  to  ascertain, 
never  before  met  with.  It  proved  to  be  a  mesonephric  adeno- 
myoma  (L.  Pick)  of  the  same  type  as  the  adenomyoma  of  the 
uterus  and  tubes  described  by  v.  Recklinghausen.  On  account 
of  its  importance  a  detailed  description  of  this  tumour  will  be 
published  hereafter. 

The  diffuse  transition  of  the  tumour  into  the  corpus  uteri  and 
the  other  parts  about  it  is  quite  evident,  even  to  the  naked  eye, 
and  under  the  microscope  every  section  shows  the  same  charac- 
teristic structure:  muscular  and  glandular  tissue  in  open  and 
close  order,  in  a  stroma  of  cystogenous  or  lymphadenoid  connec- 
tive tissue;  rowsof  tubuli;  main  ampullae  with  parallel  canaliculi 
opening  into  them,  in  fine — the  primitive  renal  structure  described 
by  V.  Recklinghausen. 

To  explain  this  mesonephric  tumour,  if  you  will  consider  the 
arrangement  of  the  primitive  genital  system  before  differentia- 
tion, you  will  see  that  the  Wolffian  body  normally  exhibits 
transverse  canaliculi  for  some  distance  beyond  the  place  where 
it  is  crossed  by  Muller's  duct.  The  inclusion  of  such  transverse 
canaliculi  in  the  substance  of  MUller's  duct  would  supply  the 
germ  for  the  mesonephric  tumour. 

Not  the  slightest  trace  of  a  cervical  canal  could  be  detected 
under  the  microscope  in  any  cross  section  of  the  occluding 
adenomyoma  from  the  top  to  the  bottom,  and  nevertheless,  in 
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spite  of  haematometra  existing  for  more  than  twenty  years  and 
of  the  haematosalpinx,  the  mucosa  of  the  corpus  uteri  and  of 
the  tubes  was  quite  sound ;  this  condition  of  the  mucous 
membrane  in  genital  atresia  was  noticed  for  the  first  time  eight 
years  ago  by  Theodor  Landau  and  Rheinstein. 

That  this  tumour  was  a  mesonephric  adenomyoma  is  evident 
not  only  from  the  positive  proof  of  its  examination  but  also  by 
exclusion.  The  only  other  structures  to  be  considered  are: 
growths  of  displaced  cervical  epithelium,  post-foetal  growths  of 
the  mucosa  of  the  corpus,  or  some  tumour  derived  from  the 
glandular  cervical  appendages  of  the  Wolffian  duct,  such  as  was 
recently  described  by  Dr.  Thumin  of  my  own  Clinic,  and 
simultaneously  by  Dr.  R.  Meyer.  Now  as  this  tumour  did  not 
exhibit  the  characteristic  signs  of  any  of  these,  there  can  be  no 
doubt  that  it  was  a  mesonephric  adenomyoma. 

In  its  clinical  aspect  the  case  is  remarkable  from  the  age  of 
the  patient ;  at  the  time  she  underwent  operation  twenty-eight 
years  had  passed  since  her  first  menstruation. 

It  so  happened  that  a  short  time  previously  I  had  under  my 
care  a  woman  of  30,  who  from  her  fifteenth  year  had  suffered 
from  molimina  every  four  weeks,  but  had  never  had  any 
catamenial  discharge.  For  some  months  her  sufferings  had 
been  extremely  severe,  resembling  colic,  and  more  recently 
peritonitis.  In  this  woman,  who  was  otherwise  in  blooming 
health,  I  found  a  very  thick  and  tough  occlusion  of  the  coUum, 
there  was  no  portio  vaginalis,  but  on  either  side  there  was  a 
definite  cystic  tumour.  Laparotomy  disclosed  typically  cystic 
tubes  filled  with  blood,  an  haemorrhagic  ovarian  cystoma  on  the 
right  side,  and  in  the  left  ovary,  which  was  somewhat  enlarged, 
a  cyst  the  size  of  a  cherry.  The  uterus  was  enlarged,  but  so 
thickened  and  hard,  that  I  did  not  suspect  the  existence  of 
haematometra,  yet  in  consideration  of  the  changes  in  the  ovaries, 
and  the  possibility  of  the  subsequent  occurrence  of  haemato- 
metra, I  removed  the  ovaries  as  well  as  the  tubes.  The  patient 
recovered  from  the  operation  completely,  but  the  colic  soon 
recurred  and  did  not  disappear  until  after  I  decided,  three 
months  later,  to  open  the  previously  untouched  uterus  from  the 
vagina,  when  the  organ  was  found  to  contain  about  three 
tablespoonfuls  of  old  menstrual  blood. 

I  think  it  possible,  considering  that  the  patient  was  quite 
well  till  four  months  before  the  operation,  and  that  the  severe 
dysmenorrhoeic  colicky  pains  did  not  come  on  earlier,  that  the 
accumulation  of  menstrual  blood  in  the  uterus  may  not  have 
occurred  till  very  late. 

Very  few  cases  of  operations  for  genital  atresia  hitherto 
recorded  are  analogous  to  mine  in  regard  to  the  age  of  the 
patient;  the  only  ones  I  have  been  able  to  find  in  which  the 
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patients  were  so  old  when  submitted  to  operation  are  two, 
published  in  Finland  by  Engstrom  and  Pippingskold,  of  the  ages 
of  40  and  46  years  respectively.  Rossa  has  reported  a  case  in 
which  the  woman  was  35. 

In  its  surgical  aspect  the  case  was  one  of  singular  difficulty 
in  ways  upon  which,  as  of  more  particular  interest  to  specialists, 
I  will  not  now  dilate.  I  may,  however,  mention  the  fact  that 
both  ureters  were  in  extreme  danger  and  would  certainly  have 
been  injured  during  the  operation,  had  not  my  experience  led  me 
to  make  my  incision  into  the  haematometra,  that  is,  into  the 
uterus,  in  the  sagittal  plane,  and  to  defer  the  separation  of  the 
adnexa  from  the  sides  and  floor  of  the  pelvis  and  their  removal 
until  afterwards.  The  patient  made  a  somewhat  prolonged  but 
nevertheless  good  recovery.  I  may  also  say  here  that  so  far  as 
I  know,  the  abdominal  radical  operation,  the  only  operation 
entertained  in  this  case,  has  not  previously  been  performed  for 
atresia  of  the  single  (undivided)  genital  canal.  Supravaginal 
amputation,  which  in  this  case  was  quite  out  of  the  question  on 
account  of  the  adenomyoma  situated  in  the  cervix,  has  I  find 
been  done  only  three  times  in  case  of  such  atresia. 

To  return  again  to  the  pathogenesis  of  this  tumour,  the  point 
of  most  scientific  importance.  How  did  a  mesonephric  myoma 
come  to  be  situated  where  this  one  lay  ? 

Let  me  once  more  refer  you  to  the  diagrams  on  which  you 
may  see  depicted  the  physiological  development  of  the  trans- 
verse canals  of  the  Wolffian  body  as  far  as  the  intersection  with 
Muller's  duct  {demonstration).  One  has  but  to  imagine  these 
transverse  canaliculi,  from  persistence  or  delayed  involution, 
extending  somewhat  further  down,  and  the  key  to  this  remark- 
able formation  in  such  a  spot  is  given.  Hyperplasia  of  the 
distal  section  of  the  two  Wolffian  bodies  must  lead  to  a  stinting 
of  both  Muller's  ducts  in  their  cervical  and  fornical  sections, 
and,  on  the  other  hand,  to  the  intussusception  of  the  primitive 
renal  canaliculi,  and  therefore  of  germs  for  the  subsequent 
development  of  mesonephric  adenomyoma.  Embryology  affords 
no  other  origin  for  the  condition  which  we  have  found  in  this 
case  in  its  most  typical  formation. 

This  explanation — and  I  cannot  offer  any  other — is,  however, 
supported  by  a  similar  preparation  for  which  I  am  indebted  to 
the  kindness  of  FrSulein  Dr.  Bluhm.  In  it  we  find  a  uterus 
unicornis  likewise  occluded  by  a  mesonephric  adenoma  of  the 
cervix  and  vaginal  fornix,  but  whereas  in  my  case  both  the 
Wolffian  bodies  have  persisted  and  undergone  hyperplasia,  here 
the  hyperplasia  has  been  confined  to  the  right  Wolffian  body, 
and  it  is  most  interesting  to  see  that  this  hyperplasia  has  not 
only  checked  the  development  of  the  right  side  of  the  uterus  so 
completely  that  there  is  merely  a  small  ampullary  tubal  portion 


Uterine  Atresia 


63 


and  the  ultimate  result  is  a  uterus  unicornis  sinister  without  any 
right  horn,  but  has  also  compressed  the  collum  and  vaginal  por- 
tion of  the  left  uterus  unicornis,  and,  with  the  slight  difference 
that  here,  at  all  events  microscopically,  a  cervical  canal  can  be 
seen,  has  led  to  the  same  conditions  as  in  my  ow/i  case. 

That  embryonal  hyperplasia  of  one  organ  may  lead  to  arrested 
development  in  another  is  a  theory  already  accepted  for  other 
deficiencies  of  the  female  genital  canal.  A  bilateral  hypertrophy 
of  the  round  ligament,  a  section  of  the  gubernaculum  Hunteri 
(primitive  renal  inguinal  ligament),  may  by  traction  draw 
Mailer's  ducts  apart  and  by  preventing  their  fusion  be  the  cause 
of  duplication. 

That  these  two  cases  are  alike  instances  of  the  condition 
hitherto  described  under  the  common  term  atresia  congenita 
cannot  be  gainsaid.  It  is  true  that  the  congenital  nature  of 
gynatresia  has  lately  been  contested,  as  for  instance  by  Nagel 
and  Veit.  Like  adhesions  of  the  labia  minora  in  young  maidens, 
or  of  the  two  folds  of  the  prepuce,  or  like  the  cases  so. often 
published  of  atresia  due  to  traumatism  or  ulceration,  gynatresia 
may  no  doubt  be  acquired — indeed  according  to  Veit  the  associa- 
tion of  hsematosalpinx  with  gynatresia  is  a  sure  criterion  of  the 
acquired  nature  of  the  occlusion— and  one  must  also  admit  that 
purulent  catarrh,  ulceration  of  the  vagina  or  of  the  cervix  even 
in  early  life,  may  lead  to  occlusion  by  the  formation  and  cohe- 
sion of  raw  surfaces.  Nor  do  I  deny  the  contention  of  Nagel 
and  Veit  that  the  occlusion  in  a  series  of  cases  hitherto  held  to 
be  congenital,  has  been  acquired.  But  in  the  two  cases  under 
discussion,  any  possibility  of  their  having  been  due  to  a  post- 
foetal  inflammation  of  a  possibly  primarily  normal  cervix  and 
vaginal  vault  is  excluded.  In  each  we  have  a  new  growth 
derived  from  embryonal  germs,  and  we  must  accept  hyper- 
plasia of  the  Wolffian  body  as  an  aetiological  factor  in  the 
tumour  and  as  the  cause  of  occlusion  during  embryonal 
existence. 

Since  the  atresia  itself  is  thus  shown  to  be  congenital,  and 
since  it  is  otherwise  proved  that  blood  may  find  its  way  from 
the  tubes  into  the  cavity  of  the  pelvis,  there  become  organised 
and  form  false  membranes,  and  so  lead  to  the  occlusion  of  the 
pavilion,  it  would  be  quite  unjustifiable  to  conclude  from  the 
hsematosalpinx  that  there  was  any  infectious  or  bacterial  reason 
for  this  occlusion  of  the  tube. 

I  therefore  come  to  the  conclusion  that  the  view  above 
quoted  is  not  applicable  to  the  cases  I  have  described. 

Another  important  point  I  may  here  allude  to.  It  was 
formerly,  and  indeed  is  still,  held,  that  the  so-called  "  congenital" 
atresia  represents  a  vitiutn  prima  formationis  of  M Oiler's  ducts, 
and  here,  for  the  first  time,  proof  is  given  that  gynatresia  may 
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be  the  consequence  of  a  vitium  prima  formatumis  of  the  Wolffian 
body,  which  in  woman  is  under  certain  physiological  dis- 
advantages, by  hyperplasia  of  that  body  and  compression  of  the 
ducts  of  MQller. 

I  must  refrain  from  considering  here  the  theories  as  to  the 
mechanics  of  the  formation  of  blood  cysts.  That  the  well- 
known  reflux  theory,  which  supposes  that  blood  from  the 
menstruating  uterus  flows  towards  the  tubes  and  ultimately 
through  them  into  the  abdominal  and  pelvic  cavity,  cannot  be 
upheld  in  its  entirety,  is  clearly  proved  by  the  case  related 
to-day,  as  by  four  others  I  have  seen.  Blood  was  found  not 
only  in  the  occluded  uterus  and  closed  tubes,  but  also  in  the 
omentum  and  forming  intraovarian  and  subperitoneal  haemato- 
mata ;  that  is  to  say,  there  were  accumulations  of  blood  in 
places  which  mechanically  were  completely  beyond  the  range 
of  possible  reflux  from  the  uterus. 

Finally,  apart  from  the  atresia,  this  case  is  of  even  greater 
importance  as  illustrating  the  origin  of  these  singular  meso- 
nephric  adenomatous  new  growths  in  the  female  genitals. 

As  I  had  the  honour  to  describe  to  you  two  years  ago,  von 
Recklinghausen  has  found  mesonephric  adenomyomata  in  the 
corpus  uteri,  and  in  the  angles  and  in  the  middle  portions  of 
the  tubes.  Good  fortune,  which  has  allowed  Theodor  Landau 
and  myself  to  operate  on  a  large  number  of  cases  of  the  sort,  and 
the  labours  of  our  pathological  anatomist  Ludwig  Pick,  have 
enabled  me  to  add  materially  to  our  knowledge  of  these  tumours. 
In  addition  to  the  localities  mentioned  by  von  Recklinghausen, 
we  have  in  my  own  clinic  found  mesonephric  adenomyomata 
all  over  the  field  of  the  primitive  renal  fold ;  they  have  been 
described,  in  the  ovary  by  v.  Babo,  in  the  efwophoron  by  L.  Pick, 
in  the  ligamentum  latum  (Juxta-uterum)  by  L.  Pick,  in  the  ligamentum 
rotundum  by  A.  Bluhm,  and  in  the  fornix  vagina  by  L.  Pick. 
Till  now  one  locality  for  such  a  growth  was  unknown,  the 
cervix,  but  this  gap  is  filled  by  the  case  I  have  related  to  you 
to-day. 

The  Treatment  of  Chronic  Endometritis  in  General 

Practice. 

Mengb  {Archiv.  /.  Gynaek.,  Bd.  Ixiii.,  Heft,  i  and  2)  thinks 
that  imless  chronic  endometritis  is  injuring  the  system  directly 
or  indirectly  it  need  not  receive  local  treatment  ;  when  it 
depends  upon  constitutional  causes  it  should  be  treated  constitu- 
tionally and  local  measures  may  be  added  afterwards  should 
they  prove  necessary.  It  is,  however,  sometimes  very  difficult 
to  decide  whether  the  uterine  affection  is  the  cause  or  the  conse- 
quence of  the  constitutional  disturbance.  In  neuropathically 
disposed  women  even  a  slight  endometritis  may  act  as  a  source 
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of  physical  injury.  Blenorrhagic  endometritis,  whether  chronic 
gonorrhoeal  (infectious),  or  post  gonorrhoea!  (non- infectious), 
should  always  receive  local  treatment  as  early  as  possible. 
Curettage  of  the  uterus  Menge  would  like  to  see  greatly 
restricted  in  its  application ;  though  a  popular  proceeding,  it  is 
for  various  reasons  an  unsuitable  way  of  treating  endometritis 
in  general  practice.  In  the  investigation  of  a  case  it  is  better 
to  avoid  the  use  of  the  sound,  and  even  test  tampons  are  quite 
unnecessary.  A  correct  diagnosis  can  generally  be  made  by 
bimanual  palpation,  the  use  of  the  speculum,  and  an  exact 
anamnesis ;  obscure  cases  should  be  handed  over  to  a  specialist 
without  submitting  them  to  any  treatment  that  can  be  avoided. 
The  distinction  between  E.  cervicis  and  E.  corporis  is  of  no 
real  use  to  the  practitioner ;  the  entire  endometrium  is  always 
involved.  Cases  may  be  classed  as  haemorrhagic  or  hyper- 
secretory according  to  their  chief  features,  and  there  are  many 
varieties  of  each  class  according  to  their  aetiology  and  symptoms, 
e,g,,  E.  chronica  post  partum,  vel  post  abortum ;  E.  cum 
chlorose  ;  E.  senilis,  &c. 

After  a  critical  review  of  all  the  varied  apparatus  that  may  be 
employed  in  the  treatment  of  chronic  endometritis,  considered 
from  the  point  of  view  of  the  general  practitioner,  Menge  con- 
cludes that  rapid  and  successful  cure  can  only  be  expected  from 
the  use  of  powerful  caustics,  and  on  the  basis  of  many  years' 
experience,  recommends  as  the  most  effective  for  intrauterine 
application  in  these  cases,  a  25,  30  or  50  per  cent,  solution  of 
officinal  formalin  in  water.  Such  application  is  not  followed  by 
haemorrhage  or  colic,  and  does  not  lead  to  stenosis  or  oblitera- 
tion ;  the  cauterised  tissue  is  easily  thrown  off",  and  is  not,  as 
that  from  the  use  of  chloride  of  zinc,  prone  to  bacterial  decom- 
position. For  applying  this  solution,  Menge  employs  slender 
rods  shaped  like  sounds,  cut  out  of  a  sheet  of  hard  rubber  with 
a  definite  curvature  ;  they  are  rectangular  in  section,  diminishing 
in  size  to  a  rounded  point ;  are  very  light  and  elastic,  easily 
sterilised,  and  are  not  attacked  by  the  caustic ;  their  low  price 
allows  of  their  being  ordered  in  large  quantities  (Schaedel, 
Leipsig).  Before  use  their  ends  are  wrapped  round  with  cotton 
wool,  and  both  the  rods  and  their  armatures  of  cotton  wool  must 
be  absolutely  germ  free.  This  he  ensures  very  simply  by 
keeping  them  ready  for  use  in  a  glass  cylinder  with  an  airtight 
cover,  filled  to  a  height  of  7  cmm.  with  a  30  to  50  per  cent, 
solution  of  formalin;  the  handles  of  the  rods  projecting  above 
the  fluid  are  soon  sterilised  by  the  vapour  of  the  formalin.  In 
the  application  of  the  caustic  to  the  uterine  cavity  every  pre- 
caution is  taken,  the  portio  is  fixed  in  one  of  Trelat's  or 
Neugebauer*s  specula,  the  os  externum  is  carefully  wiped  out, 
&c. ;  two  or  three  sounds  are  required.    A  small  strip  of  iodo- 
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form  gauze  is  afterwards  inserted  below  the  external  os.  Should 
one  or  two  applications  not  suffice,  complications  must  be 
present  that  necessitate  further  treatment  by  a  specialist. 

Intrauterine  cauterisation  is  contraindicated  in  pregnancy, 
intra  or  extrauterine  ;  in  acute  or  subacute  uterine  genorrhcea ; 
in  acute  or  chronic  inflammatory  changes  in  the  uterine  muscular 
tissue,  in  the  adnexa,  or  in  the  perimetrium  ;  in  placental  sub- 
mucous myomata;  in  placental  polypi,  and  in  polypi  or  malignant 
or  tubercular  lesions  of  the  uterine  mucosa. 

Menge  lays  great  stress  upon  the  essential  difference  there  is 
between  such  caustics  as  are  effective  and  powerful  disinfectants 
and  such  as  are  not  so ;  and  also  upon  the  vital  importance  of 
asepsis  in  the  consulting  room. 

Pathological  Fixation  of  the  Uterus. 

Steffeck,  Berlin  {Deutsche  m.  Wchns,  igoi,  Nos.  lo,  ii) 
opposes  the  radical  operation,  which  he  does  not  admit  to  be 
ever  indicated  by  fixation  alone.  Every  case  must  be  treated 
entirely  upon  its  own  merits,  and  above  all  things,  the  diagnosis 
must  be  absolutely  exact.  In  indirect  fixation  of  the  uterus 
from  large  adnexal  tumours,  laparotomy  and  ventrofixation  is 
indicated,  but  for  direct  fixation  he  recommends  "vaginal 
hysterolysis,"  separation  of  the  adhesions  made  accessible  by 
anterior  and  posterior  colpotomy,  followed  by  fixation  of  the 
liberated  uterus  to  the  anterior  vaginal  wall. 

The  Alexander-Adams  Operation  in  Mobile  Retroflexion. 
By  Dr.  Carl  Peters,  Dresden.  Muenchener  meduinishe 
Wochtnschrift,  1900,  S.  1163. 

As  a  pupil  of  Werth's,  one  of  the  first  to  duly  esteem  and 
make  known  this  operation,  I  had  ample  opportunity  myself  to 
study  and  practice  it  in  the  Kiel  Frauenklinic.  Alqui6,  as  long 
ago  as  1840,  suggested  that  traction  on  the  round  ligaments 
would  repose  the  prolapsed  uterus,  and  Aran,  soon  afterwards, 
that  the  same  method  would  restore  the  position  of  a  womb  in 
mobile  retroflexion.  But  Alexander,  of  Liverpool,  and  Adams, 
of  Glasgow,  were  the  first  to  carry  out  the  idea  in  practice  in 
1 88 1 -2,  and  to  describe  the  technique  of  the  new  operation. 

Naturally  there  were  at  first  a  good  many  unsuccessful  opera- 
tions. The  round  ligaments  were  not  always  to  be  found  on 
the  first  trial  in  their  fan-like  expansion  at  the  outer  inguinal 
ring,  or  when  found  were  ruptured  by  unskilful  traction  and 
slipped  out  of  sight.  Werth,  Kocher,  and  Edebohls  soon 
decided  on  splitting  open  the  inguinal  canal  and  found  the 
ligament  more  easily,  and,  as  it  is  there  much  stronger,  with 
much  less  risk  of  its  rupture  when  pulled  forwards.  The 
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slight  amount  of  shortening  also  at  first  practiced  (2-3  cm. 
by  Alexander)  caused  many  more  functional  failures  and  re- 
lapses than  the  method,  which  was  afterwards  generally  adopted, 
of  resecting  from  8-10  cm.  of  the  ligament,  Werth  adopted  this 
plan  very  soon,  and  so  had  fewer  failures  than  those  who  operated 
exactly  in  Alexander's  way. 

No  doubt  to  many  operators  who  are  gynaecological  specialists 
only,  the  region  of  the  inguinal  canal  is  at  first  somewhat 
strange,  and  they  therefore  feel  a  certain  timidity  before  their 
first  Alexander  operation ;  and  this  explains  why  the  operation 
has  been  so  much  left  to  surgeons  and  has  in  their  hands  been 
so  successful.  Fiith  justly  remarks  in  discussing  Bode's  vaginal 
method  of  shortening  the  round  ligaments:  "The  surgeon  will 
perhaps  always  perfer  the  exposed  field  of  the  Alexander- Adams 
operation  with  its  more  certain  asepsis,  to  what  Werth  calls 
the  chiarO'Oscuro  and  uncertain  antisepsis  of  the  vagina.'*  My 
own  opinion  is  that  these  operations,  which  are  by  no  means 
difficult  of  performance,  will  soon  be  accepted  by  anyone  who 
has  successfully  operated  on  a  few  cases  to  begin  with.  It  is 
the  unobstructed  view  of  the  field  of  action  that  is  the  essential 
attraction  of  this  method. 

Lapthorn  Smith  (89  cases)  is  somewhat  too  confident  in 
saying  that  after  dividing  skin  and  fascia  the  round  ligaments 
may  be  found  with  one's  ey6s  shut.  He  would  not  invariably 
be  so  fortunate,  though  doubtless  so  sometimes,  or  even  fre- 
quently. Rumpf  says  that  the  operation  can,  by  one  accustomed 
to  it,  be  done  in  half  an  hour,  and  I  have  myself  several  times 
completed  it  in  twenty-three  or  twenty-four  minutes. 

Some  of  the  objections  raised  against  the  Alexander- Adams 
operation  appear  so  sophistical  and  unsound  that  it  is  enough 
merely  to  mention  them:  for  example,  in  Hegar  and  Kaltenbach's 
**  Operative  Gynaecology"  (1897),  it  is  said  that  the  ligaments 
may  be  so  thin  **  that,  even  after  opening  the  abdomen,  it  may  be 
impossible  to  trace  them  up  to  the  internal  inguinal  ring," 
and  in  regard  to  splitting  up  the  inguinal  canal,  in  spite  of  the 
good  results  of  Kocher,  Werth  and  Kiistner,  "This  seems  to 
us  as  too  serious  a  proceeding — only  less  so  than  an  incision  of 
the  linea  alba — for  us  to  determine  upon.  Above  all  we  dread 
the  occurrence  of  hernia."  Now,  as  is  indisputably  proved  by 
copious  statistics,  the  Alexander-Adams  operation  is  absolutely 
the  least  dangerous  of  all  the  methods  that  have  been  proposed 
for  the  surgical  relief  of  retroflexio  uteri  mobilis,  and  while  very 
rarely  followed  by  hernia  when  the  stitching  up  has  been 
carefully  done,  is  by  itself  sufficient,  without  any  more  radical 
measures,  to  cure  any  existing  hernia  or  predisposition  thereto. 
No  disfiguring  cicatrices  have  been  observed  after  the  operation, 
on  the  contrary,  it  is  often  very  difficult  to  find  without  some 
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delay,  the  slight  linear  scars  which  are  almost  entirely  covered  by 
the  pubes. 

The  difficulty  or  danger  of  the  operation,  its  impracticability 
in  many  cases,  the  danger  of  consequent  hernia,  the  prolonged 
healing  of  the  wound,  and  disfiguring  cicatrices,  &c.,  are 
objections  seldom  advanced  save  by  those  who  have  either  never 
done  the  operation  at  all,  or  have  done  it  but  rarely  and — for 
what  reason  who  can  say — with  bad  results. 

Even  in  the  eighties  the  operation  was  soon  widely  practised 
in  England  and  America,  while  in  Germany  it  was  almost 
forgotten  again,  although  according  to  FClth  it  had  first  been 
done  on  the  living  by  v.  Langenbeck  in  1856.  Zeiss  published 
his  first  case  in  1885  and  the  following  year  brought  the  opera- 
tion up  for  discussion  at  the  Munich  Gynaecological  Congress 
in  connection  with  a  report  of  two  cases.  Zeiss,  Slaviansky, 
and  Munde  spoke  well  of  the  proceeding,  v.  Winckel  and 
Ktistner  were  less  favourable.  But  at  that  time  the  speakers 
had  but  little  evidence  at  their  disposal,  and  their  judgment 
depended  upon  a  few  cases  only,  not  free  from  mischances. 
After  he  had  in  i888  convinced  himself  of  the  permanent  good 
results  obtained  by  Werth,  Kiistner  soon  became  a  warm 
supporter  of  the  method. 

In  1887  Casati  was  able  to  collect  139  published  cases,  the 
results  of  which  were  much  in  favour  of  the  operation.  In  1894 
appeared  the  work  of  Werth  reporting  48  cases,  the  first  dating 
from  1887,  with  good  results  throughout.  In  all  these  cases  the 
only  accidents  Werth  met  with  was  a  double  inguinal  hernia  in 
one  instance  and  a  bulging  out  in  the  parts  about  the  scar  in 
another,  and  both  before  he  had  improved  his  technique. 
Grusdew  reported  that  amongst  41  cases  kept  a  long  time 
under  observation  at  the  Kiel  Clinic  there  were  only  two 
relapses.  Kocher  practised  the  operation  from  1888,  at  first 
according  to  Alexander's  rules,  later  by  his  own  method. 

In  1893  Rumpf  saw  Lanz,  a  pupil  of  Kocher,  do  the  opera- 
tion on  the  dead  body.  Rumpf  in  his  first  16  cases  operated 
in  Kocher's  way,  drawing  the  ligament  out  towards  the  anterior 
superior  iliac  spine;  he  then  modified  his  proceedings  towards 
Werth's  practice,  drawing  out  the  ligaments  in  their  own 
natural  course  and  thus  inducing  a  greater  inclination  of  the 
uterus  forwards.  Kummer,  Beutner,  Stocker,  had  already 
pointed  out  that  traction  outwards  caused  much  elevation, 
traction  in  the  course  of  the  ligaments  increased  flexion  for- 
wards. 

The  Treatment  of  Retroflexion  To-day. 

Flaischlen  {Deutscht  Zeitschrift  /.  Chirurgu,  Bd.  Iviii.,  Heft. 
3  and  4),  in  an  address  to  the  Berliner  GeseUschaft  /.  Netiur  und 
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Heilkunde,  December  4,  1900,  "  On  the  Present  Position  of  the 
Treatment  of  Retroflexion,"  pointed  out  that  the  clinical 
importance  of  this  displacement  was  such  that  upwards  of  one 
thousand  women  had  on  account  of  it  submitted  to  vagino- 
fixation, an  operation  that,  nevertheless,  was  disapproved  of  by 
a  large  number  of  German  gynaecologists.  He  went  on  to  say  : 
Theilhaber  of  Munich  takes  the  extreme  view  that  retroflexion 
in  itself  causes  no  symptoms  and  needs  no  orthopaedic  treatment, 
and  that  all  co-existing  troubles  are  to  be  referred  to  uterine 
catarrh,  hysteria,  neurasthenia  or  intestinal  atrophy ;  on  the 
other  hand  Diihrssen  admits  that  he  operates  on  one  half  of  all 
the  retroflexions  he  has  to  deal  with.  Most  gynaecologists  agree 
that  retroflexion  in  many  cases  causes  neither  symptoms  nor 
distress,  and  yet  in  others  gives  rise  to  most  serious  trouble,  but 
there  is  no  such  agreement  as  to  the  symptoms  that  retroflexion 
may  cause.  No  doubt  there  are  re/lex  symptoms^  such  as  gastric 
oppression  and  dyspepsia,  headache,  weight  and  paralytic  weak- 
ness of  the  extremities,  melancholia  and  depression,  as  well  as 
local  symptoms,  such  as  pains  in  back  and  abdomen,  feelings  of 
downward  pressure  and  prolapse,  strangury,  pressure  on  the 
rectum  and  troubles  in  defaecation.  Theilhaber  and  KrCnig 
refer  the  reflex  symptoms,  not  to  the  retroflexion,  but  to  an 
independent,  hysteria  ;  Fritsch  thinks  that  the  depressing 
influence  of  the  displacement  favours  the  hysteria  to  which  the 
reflex  symptoms  may  be  set  down. 

Retroflexion  may  be  mobile  or  fixed ;  in  virgins  or  parous 
women,  before  or  after  the  climacteric. 

Retroflexio  mobilis  in  virgins  is  now  known  to  be  com- 
moner than  was  supposed,  but  seldom  causes  trouble  till  the 
small  virginal  uterus  (especially  the  corpus)  has  become  enlarged 
by  endometritis.  Even  then  treatment  will  be  chiefly  required 
by  the  chlorosis,  intestinal  atrophy,  or  neurotic  condition  of  the 
patient.  The  womb  must,  however,  if  necessary,  be  restored  to 
its  normal  position  and  supported  in  anteflexion  by  a  suitable 
pessary,  but  the  vagina  may  be  too  small  for  such  a  pessary, 
which,  otherwise,  is  objectionable  in  young  girls,  depressing  and 
unhopeful.  The  Alexander-Adams  operation  is  then  a  method 
of  treatment  at  once  effective  and  safe.  I  have,  myself,  cases 
under  observation  for  four  or  five  years,  in  which  its  results  have 
been  quite  satisfactory.  I  operate  in  Rumpf s  way,  fastening 
with  silkworm  gut,  each  ligament  to  the  lateral  angle  of  the 
wound  in  the  aponeurosis  and  by  a  series  of  sutures  to  the  inner 
side,  after  a  shortening  of  from  8  to  10  cm. 

But  the  vast  majority  of  mobile  retroflexions  occur  in  parous 
women,  many  directly  puerperal,  many  others  apparently  puer- 
peral, but  merely  relapses  into  anomalous  positions  that  existed 
during  virginity.    It  is  of  prime  importance  that  displacements 
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arising  from  childbed  should  at  once  come  under  treatment, 
simple  reposition  and  the  persistent  use  of  ergotin  may  then 
eflfect  a  cure,  but  if  the  uterus  be  repeatedly  found  in  retroflexion 
a  pessary  should  be  introduced,  preferably  when  involution  is 
completed,  about  five  or  six  weeks  after  delivery.  When  the 
displacement  has  recurred  from  virginity  or  a  previous  confine- 
ment, it  is  more  refractory  to  treatment  but  in  many  cases  may 
be  cured  by  persevering  use  of  the  pessary.  A  recent  puerperal 
retroflexion  should  always  be  corrected,  even  if  it  cause  no 
trouble ;  we  know  such  trouble  does  not  always  come  on  at  once, 
and  the  chief  contingent  of  all  mobile  retroflexions  are  those 
puerperal  displacements  which  are  not  submitted  to  medical 
advice  for  months,  or  even  years,  after  their  origin.  Elischer's 
statement  that  retroflexion  cannot  be  cured  by  a  pessary  is 
confuted  by  the  personal  knowledge  of  every  experienced  gynae- 
cologist. To  chose  and  properly  instal  a  suitable  pessary  is  a 
matter  requiring  patience  and  practice,  and  far  more  diflicult 
than  many  minor  operations,  such  as  amputating  the  portio. 
As  KUstner  says :  **  Correct  pessary  treatment  is  beyond  the 
knowledge  and  ability  of  many  a  practitioner ;  how  often  a  ring 
is  introduced  without  the  position  of  the  uterus  having  been 
corrected,  or  below  an  organ  fixed  in  retroflexion.  Every 
clinical  teacher  should  give  thorough  instruction  in  pessary 
treatment,  and  warn  his  pupils  against  over-readiness  to  operate. 
The  coming  generation  of  gynaecologists  must  not  be  brought 
up  with  the  idea  that  retroflexion  is  only  to  be  remedied  by  the 
knife."  The  longer  the  displacement  has  existed,  the  longer 
must  the  pessary  be  worn ;  for  one  year  at  least,  and  often  for 
two  or  three ;  if  well  fitted  it  need  not  be  removed  oftener  than 
once  a  quarter  for  cleaning,  and  if  the  uterus  has  kept  its  position 
for  a  considerable  time,  smaller  instruments  may  be  successively 
substituted  for  the  previous  ones.  In  all  patients  with  retro- 
flexion regular  defaecation  is  most  important;  intestinal  atony 
persisting  from  childbed  is  in  these  case  the  commonest  cause 
of  the  obstipation.  Olshausen,  however,  believes  that  the 
enlarged  puerperal  uterus  at  first  acts  mechanically  and  intestinal 
atrophy  is  a  secondary  cause.  I  concur  with  v.  Rosthorn  that 
the  beneficial  effect  of  reposition  is  not  due  to  **  suggestion."  I 
have  often  diagnosed  a  retroflexion  from  the  typical  symptoms 
told  me,  have  replaced  the  womb  and  inserted  a  suitable  pessary, 
and  the  patient,  though  quite  unaware  what  had  been  done,  has 
been  completely  relieved,  and  remained  so. 

In  mobile  retroflexion  spontaneous  cure  is  not  very  un- 
common, the  contraction  of  the  ligamenta  retro-uterina  drawing 
the  cervix  backwards.  There  is  no  indication  for  operative 
treatment  till  persevering  pessary  treatment  has  been  tried 
and  failed,  that  is  to  say,  that  the  pessary  does  not  keep  the 
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uterus  in  position,  or  cannot  itself  be  borne.  Most  gynae- 
cologists recognise  this  principle;  but  operation  may  be  indi- 
cated by  the  patient  residing  too  far  away  for  regular  control, 
or  by  her  social  position,  by  the  co-existence  of  descent  or 
prolapse,  or  a  defective  perinaeum.  Ventrofixation  may  be  recom- 
mended if  there  be  extreme  prolapse,  or  as  a  secondary  proceed- 
ing after  laparotomy  for  other  causes.  Vaginofixation  is  discredited 
on  account  of  its  interference  with  pregnancy  and  labour,  espe- 
cially when  the  fundus  has  been  attached  to  the  anterior  vaginal 
wall.  Moreover,  the  sufferings  of  the  patients  are  often  much 
aggravated  after  this  operation,  and  relapse  is  not  uncommon, 
and  is  the  more  probable  if  the  fixation  be  made,  as  by 
Olshausen  and  Martin,  at  a  distance  of  only  i — 2  cm.  above 
the  OS  internum.  The  future  will  show  the  exact  value  of 
vaginofixation.  At  the  Leipsic  Congress  a  number  of  German 
gynaecologists  warmly  eulogised  the  Alexander- A  dams  operation; 
free  from  danger  and  effective,  it  secures  the  uterus  as  nearly  as 
possible  in  the  normal  position,  the  fundus  is  free,  and  there  is 
no  interference  with  pregnancy  or  labour. 

Retroflexion  of  the  senile  uterus,  when  uncomplicated,  causes 
no  trouble ;  when  associated  with  cystocele  it  is  most  success- 
fully treated  by  vaginofixation. 

Retroflexio  uteri  fixata  twenty  years  ago  was  the  crux 
of  all  gynaecology,  but  can  now  be  completely  cured.  Many 
cases,  however,  are  without  symptoms.  The  fixation,  as  pointed 
out  by  StefFeck,  may  be  direct,  due  to  adhesions  of  the  uterus 
itself,  or  htdirecty  through  the  adnexal  or  other  tumours,  &c. 
When  inflammation  is  present  no  local  treatment  should  be 
attempted,  otherwise  a  large  number  of  these  cases  may  be 
satisfactorily  dealt  with  by  the  separation  of  the  adhesions  by 
Schultze's  method  under  narcosis.  Reposition  is  sometimes 
incomplete,  and  the  uterus,  directly  it  is  released,  "springs 
back  into  retroflexion,  which  is  then  generally  due  to  indirect 
fixation,  or  to  perimetric  cicatrices"  Such  cicatrices  are  perhaps 
the  only  justification  for  gynaecological  massage.  Should 
Schultze's  method  fail  ventrofixation  is  the  most  suitable  and 
surest  way  of  dealing  with  these  cases.  The  permanent  eleva- 
tion of  the  uterus  relieves  the  tension  of  the  ligaments  and 
pelvic  peritoneum.  We  always  adopt  the  Czerny- Leopold 
method  of  stitching  the  corpus  uteri — the  anterior  wall  below 
the  insertion  of  the  tubes — directly  to  the  abdominal  wall,  and 
in  a  very  large  number  of  subsequent  conception  and  labour  have 
never  seen  any  trouble  due  to  the  fixation.  Many  operators 
have  adopted  Olshausen's  plan  of  stitching  the  cornua  to  the 
abdominal  wall  with  buried  sutures  and  leaving  the  fundus  uteri 
free,  but  Fritsch  has  advised  against  lateral  stitching.  One  of 
his  patients  could  not  walk  after  it,  and  on  opemng  her  abdomen 
he  found  the  omentum  incarcerated  between  the  attachments. 
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Though  several  renowned  operators,  among  others  A.  Martin, 
prefer  vaginofixation  even  for  fixed  retroflexion,  the  advan- 
tages, even  though  the  abdominal  operation  is  a  more  serious 
matter  than  the  vaginal,  are  in  favour  of  ventrofixation ;  we 
have  a  complete  view  of  the  field  of  action,  the  adhesions  are 
separated  and  the  bleeding  controlled  within  sight ;  when  the 
uterus  is  fixed  colpotomy  may  be  a  very  diflBcult  matter  and 
one  works  in  the  dark,  and  one  may  have  to  deal  with  intestinal 
lesions,  injury  to  the  bladder,  or  uncontrolled  haemorrhage, 
necessitating  a  secondary  laparotomy,  and  even  that  may  not 
prevent  a  fatal  termination.  Moreover,  instances  are  not  rare 
in  which  an  operation  begun  for  retroflexion — or  even  for 
sterility — has  ended  in  hysterectomy,  because  the  operator  has 
met  with  haemorrhage  he  could  control  in  no  other  way.  Now 
that  in  closing  the  abdominal  wound  the  fascial  layers  are 
exactly  stitched  together,  hernia  is  becoming  daily  more  un- 
common; ventrofixation,  moreover,  may  cure  sterility.  Tubal 
disease,  such  as  pyosalpinx,  contraindicates  reposition  of  a 
retroflected  (and  adherent)  uterus,  which  must  then  be  post- 
poned till,  by  rest  and  suitable  treatment,  the  involution  of  the 
pyosalpinx  has  been  secured,  as  we  now  know  may  be  aflected 
with  patience  even  when  the  pyosalpinx  is  a  large  one.  Should 
the  case  be  one  of  gonorrhoeal  infection,  the  patient  in  constant 
suffering  and  unfitted  for  work,  the  vaginal  radical  operation  is 
to  be  preferred  to  ventrofixation. 

Retroflexion  of  the  gravid  womb  often  causes  no  symptoms 
and  is  only  discovered  when  the  woman  consults  a  physician  as 
to  whether  she  is  pregnant  or  not,  but  it  may  lead  to  abortion  or 
incarceration.  One  should  repose  the  uterus  if  possible  and 
support  it  by  a  pessary  till  the  fifth  month.  If  reposition  be 
too  difficult  we  may  wait ;  perhaps  the  uterus  may  repose  itself, 
but  if  serious  symptoms  intervene,  such  as  haemorrhage  with  a 
closed  cervix  and  signs  of  incarceration,  reposition,  in  narcosis 
if  necessary,  must  be  effected. 

There  may  sometimes  be  considerable  difficulty  in  the 
differential  diagnosis  of  a  retroflected  uterus  and  a  retrouterine 
tumour,  possibly  an  ectopic  pregnancy  that  might  be  ruptured 
by  attempts  at  reposition.  Conception  is  rare  in  a  fixed  and 
retroflected  womb,  multiparae  with  such  are  nearly  always 
sterile.  No  doubt  should  conception  occur  the  adhesions  of 
the  pregnant  womb  may  give  way  or  be  absorbed,  no  symptoms 
of  incarceration  need  follow,  the  uterus  may  straighten  itself 
and  rise  out  of  the  pelvis,  but  abortion  is  more  likely  than  in 
case  of  a  mobile  retroflexion. 

Alexander-Adams  Operation  and  the  Round  Ligament. 
Sellheim,  Freiburg  {Hegar's  Bcitrdgc  z,  Geb.  u.  Gyn,,  Bd.  iv.. 


Heft.  2),  on  the  ground 
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comes  to  the  following  conclusions :  The  round  ligament  can 
as  a  rule  be  found  and  drawn  out  of  the  inguinal  canal :  it 
consists  of  smooth  and  striped  muscle  fibres.  Imlach's  plug  of 
fat  is  not  of  uniform  development.  An  unclosed  processus 
vaginalis  peritonei  (Diveriiculum  Nuckii)  is  extremely  uncommon. 
From  the  abdominal  wall  to  the  fundal  angle  of  the  uterus  the 
peritoneum  is  generally  closely  attached  to  the  round  ligaments : 
these  ligaments  increase  in  strength  from  without  inwards.  The 
incision  in  the  skin  in  Alexander's  operation  should  be  no  larger 
than  will  allow  of  the  .parts  about  the  external  abdominal  ring 
being  sufficiently  exposed ;  it  should  commence  about  i  or  2 
cmm.  outside  the  spine  of  the  pubes,  and  extend  for  4  or  5 
cmm.  parallel  to  Poupart's  ligament ;  the  fascia  of  the  external 
oblique  muscle  can  be  separated  by  blunt  dissection  from  above 
inwards  and  downwards.  The  round  ligaments  may  be  shortened 
at  the  external  ring  without  any  division  of  the  anterior  wall  of 
the  inguinal  canal. 

Alexander's  Operation. 

Le  Roy  Brown  {Ajner,  Jour,  Obst,,  April,  1901)  emphasises 
the  following  points  : — Make  a  clean-cut  incision  down  to  the 
aponeurosis  of  the  external  oblique  muscle,  reaching  the  aponeu- 
rosis rather  to  the  inner  side  of  the  ring  than  directly  over  it. 

Bear  in  mind  the  presence  of  the  superficial  fascia,  the  density 
of  which  varies  from  such  thinness  as  to  be  hardly  recognisable, 
to  such  thickness  as  to  make  it  readily  mistaken  for  the  aponeu- 
rosis. 

Expose  into  clear  view  both  pillars  of  the  external  abdominal 
ring  when  distinctly  marked.  If  indistinct,  as  in  small  rings 
and  in  instances  of  dense  intercolumnar  fascia,  expose  clearly 
the  anatomical  position. 

Seize  the  projecting  mass  with  blunt-toothed  forceps;  this 
mass  consists  of  round  ligament,  connective  tissue,  very  fre- 
quently some  fibres  of  the  external  oblique  fascia,  and  occa- 
sionally the  genital  branch  of  the  genito-crural  nerve.  The 
nerve  is  to  be  separated  and  the  ligament  withdrawn  by  steady 
traction  to  the  desired  length.  J.  F.  J. 

ScHUCKiNG  {Centralb,f,  Gyn,^  1901,  No.  14)  has  devised  the 
following  method  of  treating  retroflexion.  After  vaginal  opening 
of  the  plica  vesico  uterina,  he  transfixes  the  broad  ligament  of 
one  side  with  a  large-handled  needle,  passes  the  thread  round  the 
fundus  uteri  and  then  transfixes  the  other  broad  ligament ;  the 
thread  is  knotted  in  the  anterior  vaginal  vault.  In  this  way 
the  uterus  is  brought  into  decided  anteflexion,  while  the  corpus 
preserves  its  freedom. 
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Recent  Operative  Work  for  Prolapse  of  the  Uterus 
AND  Bladder. 

Stone  {Amer.  Journ.  Obstet,,  May,  1901),  declares  that  the 
lower  pelvic  floor  must  not  be  considered  as  the  chief  support 
of  the  pelvic  contents.  Cystocele  and  vaginocele  will  not  be 
cured  by  posterior  colporrhaphy.  The  descent  of  the  uterus 
and  bladder  must  be  prevented  by  an  operation  which  will 
strengthen  the  superior  plane  of  the  pelvis.  The  pelvic  outlet 
may  be  compared  with  that  of  the  inguinal  region.  We  have 
an  internal  and  an  external  abdominal  ring,  so  placed  that 
the  abdominal  viscera  cannot  escape  directly ;  and  we  likewise 
have  a  superior  pelvic  floor  continuous  with  the  anterior  surface 
of  the  broad  ligaments,  and  including  the  base  of  the  bladder 
and  the  fascia  under  it,  which  latter  is  spread  out  over  the 
anterior  vaginal  wall  and  is  attached  to  the  brim  of  the  pelvis 
laterally  and  to  the  symphysis  in  front.  The  weight  of  the 
viscera  is  borne  quite  as  much  by  this  upper  floor  as  by  the 
lower.  The  anatomical  connections  of  the  bladder,  if  over- 
stretched, cannot  be  restored  without  an  operation  directed  to 
restoring  the  bladder  to  its  former  place  in  the  pelvis,  and  to 
maintaining  it  there  by  utilising  both  pelvic  floors  in  correct 
relation  to  one  another.  The  bladder  must  be  elevated  in  a 
manner  that  will  furnish  new  and  better  support  to  its  base» 
that  will  not  only  correct  the  cystocele  but  will  furnish  similar 
support  to  a  uterus  in  the  first  or  even  the  second  stage  of 
prolapse,  and  that,  in  a  large  majority  of  cases,  will  obviate  the 
necessity  for  uterine  suspension  or  fixation. 

With  the  patient  in  the  lithotomy  position,  an  incision  is 
made  in  the  median  line  through  the  thickness  of  the  vaginal 
wall  at  the  crest  of  the  cystocele,  and  if  about  two  inches  in 
length  will  give  ample  room.  The  sides  of  the  incision  are 
caught  with  forceps  and  pulled  apart,  when  the  white  cellular 
tissue  shows  where  the  separation  may  be  continued,  and  with 
a  gauze  sponge  we  can  rapidly  separate  the  flaps  from  the 
bladder  as  far  on  each  side  as  may  be  required.  In  case  of  a 
urethrocele  we  may  avoid  free  haemorrhage  if  we  do  not  extend 
the  separation  too  far  laterally.  In  operating  for  prolapse  of 
the  bladder  the  incision  extends  the  entire  distance  from  the 
meatus  to  the  cervix  uteri.  When  the  bladder  is  pushed  away 
from  the  vaginal  wall  through  the  short  incision  first  made, 
quite  beyond  danger  of  injury,  the  opening  may  be  extended 
at  will  with  the  scissors ;  the  operator  will  easily  learn  how 
much  vaginal  tissue  to  cut  away  before  closing.  In  a  case  pro- 
lapsed .sufficiently  to  allow  the  uterus  to  reach  the  floor  of  the 
pelvis,  or  the  cervix  nearly  to  reach  the  introitus,  we  may  expect 
a  most  excellent   result   after  this  operation  alone,  without 
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opening  the  abdomen  or  resorting  to  utero-suspension  or  fixa- 
tion. The  usual  operation  for  restoration  of  the  pelvic  floor 
is  almost  invariably  necessary  in  addition  to  the  one  described. 

J-  F.  J. 

Modern  Prolapse  Operations. 

H.  W.  Freund  (Centralh.f,  Gyn,,  1901,  No.  13)  upholds  his 
method  of  drawing  the  vagina  together  by  wire  as  the  most 
suitable  palliative  when  a  radical  operation  cannot  be  done.  In 
voluminous  prolapse  he  combines  colpo-cystopexy  with  colpor- 
rliaphia  anterior,  operating  in  a  way  somewhat  different  from 
Saenger  and  Gersuny.  He  thinks  Muller's  colpectomy  and  A. 
W.  Freund's  vagino-fixation  of  the  fundus  occasionally  indi- 
cated. In  total  prolapse  with  enterocele  he  supplements  ventro- 
fixation by  suspension  of  the  sigmoid  flexure. 

The  Prevention  of  Post-Operative  Adhesions. 

G.  Gray  Ward,  Junior  [Amer.  Jour.  Obstet.^  June,  1901), 
says  the  formation  of  adhesions  after  operation  is  directly  pro- 
portionate to  the  amount  of  sepsis,  traumatism,  dry-air  contact, 
loss  of  heat  and  raw  surface  there  is  present.  The  mass  liga- 
ture should  be  abandoned,  the  vessels  in  the  pedicle  tied  in- 
dividually and  the  raw  surface  covered  by  suturing  the 
peritoneum  over  it.  The  time  element  is  of  the  utmost  import- 
ance. Everything  that  will  shorten  the  time  of  exposure  of 
the  peritoneal  cavity  to  air  contact  should  be  employed.  Moist 
and  not  dry  asepsis  must  be  used.  One  of  the  most  important 
measures  for  the  prevention  of  intestinal  obstruction  from 
adhesions  is  the  replacement  of  the  loops  of  intestine  and  the 
omentum  in  their  proper  relations.  It  is  the  adhesion  of  a  loop 
of  intestine  in  an  abnormal  position  that  is  the  cause  of  obstruc- 
tion. The  abdominal  cavity  should,  in  every  case,  be  filled 
with  hot  salt  solution  before  the  incision  is  closed.  This  floats 
the  intestines  and  allows  them  to  adjust  themselves  to  their 
normal  relations.  Active  peristalsis  must  be  produced  early  by 
drugs.  Free  motion  of  the  bowels  after  a  laparotomy  is  un- 
doubtedly a  preventive  of  adhesions.  The  patient  should  be 
encouraged  to  change  her  position  in  bed  frequently. 

J-  F-  J- 

Wilthaner  {Centralb  f,  Gyn.,  1901,  No.  18)  relates  a  case  of 
paralysis  of  the  peroneus  noticed  the  ninth  day  after  laparotomy, 
and  attributed  by  him  to  pressure  from  the  badly-upholstered 
knee-supports  of  an  operating  table  (Berndt's)  in  the  raised  pelvis 
position. 

The  Alum  Enema  after  Abdominal  Operations. 
Hardon  {Amer,  Journ.  Obstet.^  June,  1901),  has  found  that  after 
abdominal  distension  has  become  pronounced,  ordinary  enemata 
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are  ineffectual  and  the  paralysis  of  the  bowel  persists.  He  re- 
commends an  alum  enema  as  better  than  any  other — one  ounce 
of  powdered  alum  in  a  quart  of  warm  water.  It  usually  causes 
expulsion  of  gas  in  from  five  to  fifteen  minutes,  but  in  some 
cases  a  longer  time  is  required.  Sometimes  it  is  necessary  to 
repeat  the  injection,  and  this  can  be  done  any  number  of  times 
with  perfect  safety.  For  nine  years  the  author  has  used  this 
enema  and  only  once  has  it  failed  to  move  the  bowels  promptly. 
Peristalsis  is  induced  throughout  the  whole  intestinal  tract. 

J-  J- 

On  Vaginal  Extirpation  of  the  Uterus,  with  a  Proposal 
FOR  A  New  Operation. 

DoEDERLEiN  {Afchiv  f,  Gynoik,^  Bd.  Ixiii.,  Heft  i  and  2),  has 
operated  in  170  instances  with  ligatures,  in  140  with  compression 
forceps,  and  in  54  with  ligatures  and  forceps  also.  The  total 
extirpations  with  forceps  show  a  death  rate  of  6  per  cent, 
compared  with  only  3  per  cent,  for  those  in  which  ligatures 
were  employed;  but  it  must  be  remembered  that  among  the 
former  there  were  79  cases  of  carcinoma,  1 1  of  them  fatal ;  and 
also  that  in  operations  undertaken  for  the  relief  of  advanced 
stages  of  that  disease  ligatures  were  no  longer  available.  Like 
Landau,  Doederlein  considers  that  our  surgical  resources  have 
been  amplified  by  the  introduction  of  compression  forceps.  The 
disadvantage  entailed  in  leaving  the  peritoneal  wound  open  he 
endeavours  to  obviate,  when  the  operation  is  completed,  by  intro- 
ducing into  the  pelvis  above  the  forceps,  in  the  Trendelenberg 
position,  a  cushion  consisting  of  an  unbroken  strip  of  gauze, 
and  so  preventing  the  intestines  coming  into  contact  with  the 
instruments  at  all.  In  making  use  of  Miiller's  median  section 
of  the  uterus,  he  has  been  led  to  a  radical  alteration  in  his 
method  of  operating.  The  essential  points  in  it  are,  the  median 
section  of  the  posterior  vaginal  vault  and  of  the  entire  uterus 
in  a  forced  position  of  extreme  retroflexion,  beginning  with  the 
division  of  the  posterior  lip  and  Douglas*  pouch,  and  then  going 
on  to  divide  successively  the  posterior  and  anterior  walls  of  the 
uterus  up  to  the  bladder,  and  finally  cutting  through  the  anterior 
wall  of  the  cervix  from  the  mucous  membrane  with  very  great 
care.  When  this  is  done  the  bladder  retires  and  separates  itself 
spontaneously. 

Doederlein  thinks  that  this  way  of  operating  renders  any 
injury  of  the  bladder  or  vesical  fistula  improbable,  and  that  it 
is  suitable  even  for  carcinoma  of  the  portio,  since,  in  spite  of 
the  division  of  the  uterus,  one  can  keep  the  diseased  parts  away 
from  the  wounded  surfaces  and  peritoneum  more  easily  than 
by  former  methods.    This  method  of  Doederlein's  very  closely 
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resembles  that  proposed  for  total  prolapse  by  Doyen,  but  was 
devised  quite  independently ;  Doyen,  however,  also  held  to  the 
idea  that  the  bladder  was  less  likely  to  be  injured  if  its  detach- 
ment was  not  effected  from  below  upwards.  Of  course  in  this 
method  of  operating  the  principle  of  consecutive  control  of 
haemorrhage  must  be  strictly  adhered  to. 

Uterine  Myomata  and  Diabetes. 

Kleinwachter  [Zeitsch.  /.  Geb,  u.  Gyn.,  Bd.  xliv.,  Heft.  3) 
adds  to  the  six  cases  already  collected  by  him  {v.  ante^  vol.  xvi., 
p.  136)  three  others,  that  of  Dr.  Giles'  {ante,  vol.  xvi.,  p.  i.), 
one  from  his  own  practice,  and  a  third  published  by  Jahreiss. 
He  considers  that  the  two  affections  run  independent  courses 
without  influencing  one  another,  and  that  diabetes  is  no  contra- 
indication against  operation. 

The  Degenerations  of  Myomata. 

Prochownick,  at  the  Hamburg  Medical  Society,  on  March 
10  {Munch  M.  Wchns.,  1901,  No.  19),  stated  that  upon  investi- 
gating all  the  cases  of  uterine  myomata  that  he  had  met  with  in 
the  course  of  the  last  twenty-five  years,  he  had  found  that,  even 
with  the  most  careful  and  painstaking  conservative  treatment, 
barely  three-fifths  of  the  sufferers  had  been  conducted  past  their 
climacteric  and  then  remained  permanently  cured.  In  the  other 
two-fifths  operation  became  a  matter  of  necessity,  in  many  after 
the  normal,  in  some  after  an  artificial  menopause  ;  of  thirty-two 
castrated  women  nine  had  to  undergo  a  subsequent  operation. 
At  the  same  time  he  declared  that  the  indications  for  interference 
were  to  be  deduced  from  persistent  study  of  the  anatomy  of 
these  tumours  and  from  clinical  observation  aided  by  all  modern 
means  of  research,  and  not  from  the  improved  technic  and 
better  prognosis  of  operation. 

He  enumerated  the  following  kinds  of  degeneration  : — 

(1)  Simple  systemic  degeneration  without  alteration  of  the 
morphological  structure  of  the  tumour,  due  entirely  to  the 
clinical  effects  of  the  growth,  generally  to  the  haemorrhage 
(anaemia,  hydraemia,  heart  affections),  less  frequently  to  pressure 
or  tension  (bladder,  ureters,  kidneys). 

(2)  Degeneration  of  the  tumour. 

(a)  Innocent  and  relatively  normal  changes,  atrophy,  calcifi- 
cation, adiposis. 

{b)  Degenerations  anatomically  innocent  but  clinically  malig- 
nant. 

Of  these  latter  a  considerable  number  are  originally  due  to 
the  clinical  effects  of  the  tumour  before  it  has  undergone  any 
change  (alteration  in  the  composition  of  the  blood  from  haemor- 
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rhage).  Acute  forms  are  uncommon  (torsions,  thromboses, 
haemorrhagic  infarcts,  accidental  infection  or  gangrene,  generally 
due  to  therapeutic  measures).  Subacute  forms  are  not  so  rare 
(necrobioses,  which  clinically  and  anatomically  are  analogous  to 
a  dead  foetus).  Chronic  forms  are  more  often  seen  (fibrinous, 
myxomatous  and  cystic  degeneration).  Telangiectatic  and 
mechanically  inflamed  myomata  (with  or  without  chronic  infec- 
tion) also  belong  to  this  category. 

[These  various  forms  of  degeneration  were  illustrated  by 
specimens,  as  well  as  the  special  group  of  adeno-myomata,  the 
existing  opinions  on  which  were  shortly  discussed.] 

(c)  Degenerations  anatomically  malignant.  Prochownick 
held  that  when  associated  with  myoma,  sarcoma  is  due  to 
metaplasia,  carcinoma  to  invasion  from  without. 

Clinically,  a  distinction  must  be  made  between  the  degenera- 
tions which  occur  before  and  after  the  menopause;  the  latter 
are  always  more  serious  and  of  more  unfavourable  prognosis, 
and  operation,  if  to  be  done  at  all,  should  be  done  early. 

The  general  progress  of  systemic  degeneration  can  be 
accurately  observed  by  repeated  examination  of  the  blood 
(estimation  of  the  haemoglobin  before  and  after  the  menstrual 
flow,  enumeration  of  the  red  corpuscles,  leucocytosis,  charting 
the  haemorrhage  curve).  A  decrease  of  the  haemoglobin  below 
65  or  60  per  cent.,  or  of  the  red  corpuscles  below  2,5oo,ocx> 
without  recovery  in  the  interval,  is  an  urgent  indication  for 
interference,  as  also  is  a  slow  but  steady  fall  in  the  number 
of  reds  with  a  constantly  decreasing  recovery  between  the 
bleedings. 

In  morphological  degeneration  also,  even  if  the  patients  do 
not  suffer  from  very  serious  haemorrhage,  regular  examinations 
of  the  blood  are  of  much  clinical  importance ;  a  slow  fall  in  the 
figures,  and  alterations  in  the  leucocytes,  accompany  all  chronic 
changes  in  the  tumours. 

As  points  to  which  special  attention  should  be  directed 
Prochownick  instanced  the  seat  and  number  of  the  tumours 
and  their  arrangement  in  and  about  the  corpus  uteri ;  their 
growth  and  consistence,  any  sudden  or  rapid  enlargement  being 
very  ominous ;  any  change  in  the  type  of  the  catamenia  ;  pains, 
which  at  their  onset  are  generally  due  to  tension  upon  the 
parietal  peritoneum,  and  then  always  suggest  the  presence  of 
some  inflammation  ;  the  urine — a  specimen  taken  with  a 
catheter— should  be  examined  frequently,  renal  irritation  almost 
invariably  occurs  early  in  anatomical  changes,  even  in  those  at 
first  innocent.  Alteration  in  the  shape  of  the  heart,  and  in  the 
quality  of  the  pulse  are  associated  with  every  form  of  degenera- 
tion, and  the  weight  and  specific  heat  of  the  body,  the  fundus 
of  the  eye,  the  facial  expression,  the  condition  of  the  skin,  and 
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the  appearance  of  ascites,  are  not  to  be  neglected.  Degeneration 
of  a  myoma  is  not,  any  more  than  any  other  malady,  betrayed  by 
one  symptom,  but  by  the  concurrence  of  several. 

In  the  discussion  Fraenkel  confirmed  the  results  of  Prochow- 
nick*s  investigations  from  his  own  experience  in  the  post-mortem 
room.  Operation  was  justified  by  the  fact  that  the  body  had 
no  power  to  get  rid  of  the  products  of  the  decay  of  these  tumours 
spontaneously.  He  was  not  sure  that  regressive  changes  in  a 
myoma  should  be  called  malignant,  and  would  himself  charac- 
terise a  tumour  as  such  only  when  metastases  were  found  in 
other  parts  of  the  body ;  he  had  met  with  one  such  case  in 
which,  after  the  extirpation  of  the  myoma,  both  lungs  were 
found  to  be  infested  with  myomatous  nodules  and  the  primary 
and  secondary  growths  proved  to  be  identical  histologically, 
simple  myoma  with  glandular  elements. 

Lauenstein  said  that  in  1887  he  had  seen  the  suppuration 
of  a  large  myoma  caused  by  an  erysipelas  which  had  wandered 
all  over  the  body  of  a  woman  who  was  approaching  her 
climacteric.  He  contracted  erysipelas  followed  by  lymphangitis 
from  infecting  his  finger  while  operating  on  the  case. 

pROCHOWNicK  acknowledged  that  both  cases  were  apposite 
and  of  exceptional  interest,  he  had  not  met  with  similar  ones 
himself. 

Karl  Hegar,  Freiburg  (Hegar's  Beitrdge  z.  Geb.  u.  Gyn,^  Bd. 
iv.,  Heft.  2),  reporting  seven  unpublished  cases,  concludes  that 
the  origin  of  each  of  the  two  forms  of  new  growth,  myoma  and 
carcinoma  of  the  uterus,  is  quite  independent  of  the  other ; 
fibroma  does  not  favour  the  occurrence  of  carcinoma,  nor 
carcinoma  that  of  fibroma.  The  expressions  *'  myocarcinoma  " 
and  "  carcinomatous  degeneration  "  are  improper  as  implying 
an  alteration  in  structure  of  a  single  tissue,  which  is  not  what 
takes  place. 

The  Operative  Treatment  of  Primary  Carcinoma  of 
THE  Vagina. 

Kronig  (Archiv  /.  Gynaek.^  Bd.  Ixiii.,  Heft  i  and  2) 
estimates  that  in  two-thirds  of  the  cases  of  primary  carcinoma 
of  the  vagina  met  with  before  they  have  become  inoperable,  the 
disease  exists  in  the  form  of  cancerous  ulceration  of  the  posterior 
vaginal  wall.  The  unfortunate  results  as  regards  permanent 
cure  have  not  been  improved  even  by  the  more  radical  opera- 
tions with  simultaneous  extirpation  of  the  uterus,  and  the 
assistance  of  Diihrssen's  vagino- perineal  incision,  or  the  trans- 
verse division  of  the  perineum  in  Olshausen's  way.  Kronig 
describes  two  cases  operated  on  in  similar  fashion  ;  the  one 
exhibited  recurrence  only  ten  weeks  after  the  operation,  although 
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the  disease  had  been  limited  to  an  ulcer  of  the  posterior  wall  not 
larger  than  a  florin,  and  quite  movable  in  the  tissues  beneath 
it.  The  other  patient  was  free  from  recurrence  for  five  years, 
which  implies  much,  considering  that  the  only  case  recorded 
that  remained  longer  without  return  of  the  disease  is  one 
operated  on  by  Lauenstein.  Discussing  the  causes  of  these 
deplorable  results  of  operation,  Kronig  concludes  that  the 
intimate  connection  between  the  lymphatic  channels  of  the 
posterior  vaginal  wall  and  the  entire  periphery  of  the  rectum 
indicate  that,  whenever  possible,  in  cases  of  cancer  of  the 
posterior  vaginal  wall,  a  circular  resection  of  the  adjacent  part 
of  the  rectum  should  be  performed.  Zweifel,  Friedrich  and 
Lauenstein  have  already  operated  in  this  way,  but  so  recently 
that  no  judgment  can  be  formed  as  to  permanent  results. 

MuSCLE-CELL  SaRCOMATA  OF  THE  UtERUS. 

Weir  {Amer,  Jour.  Obst.,  May,  1901)  reports  three  cases  of 
sarcoma  ot  the  uterus,  two  associated  with  fibromyoma. 

(1)  Myofibroma  sarcomatodes  uteri  arising  from  a  myo- 
fibroma of  the  uterus ;  the  development  of  the  tumour  could  be 
traced  from  both  unstriped  muscle  and  connective-tissue  cells. 
The  patient,  aged  37,  had  been  for  two  and  a  half  years  aware  of 
the  presence  of  a  slowly  growing  tumour,  and  had  suffered  from 
menorrhagia  and  latterly  metrorrhagia. 

(2)  A  myosarcoma  of  the  uterus  developing  from  fibro- 
myoma of  the  uterus  through  sarcomatous  transformation  of  the 
connective  tissue  elements;  multiple  fibromyomata  showing 
calcification  and  hyaline  degeneration.  The  patient,  aged  43, 
had  been  aware  of  a  slowly  growing  tumour  for  ten  years! 
Menstrual  periods  regular,  but  rather  profuse.  For  two  years 
continual  backache.  The  fibromyomata  reached  up  to  the  costal 
margin  and  were  very  numerous,  some  being  sarcomatous,  some 
calcified  and  some  showing  hyaline  degeneration. 

(3)  A  smooth  muscle-celled  sarcoma  of  the  uterus  due  to  the 
transformation  of  muscle  and  connective-tissue  cells  of  the 
uterine  wall,  without  the  previous  occurrence  of  a  fibromyoma. 
The  patient,  aged  38,  had  a  history  of  seven  months*  pain  and 
backache,  and  for  three  months,  ever  since  an  attempt  at 
reducing  a  uterine  displacement,  haemorrhage  from  the  uterus. 
The  uterus  was  found,  on  examination,  to  be  about  the  size  of  a 
four  months*  pregnancy.  Supravaginal  hysterectomy,  as  in 
cases  (i)  and  (2),  was  done  by  Dr.  Hunter  Robb.  Convalescence 
was  delayed  by  right-sided  pleurisy.  Cough  and  dyspnoea 
developed,  followed  rapidly  by  cachexia,  and  death  eighty  days 
after  operation.  The  autopsy  showed  numerous  metastaiic 
nodules  in  both  lungs  and  extension  from  the  primary  focus  into 
the  cervical  stump  and  the  bladder.    On  section  of  the  uterus 
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the  whole  of  it,  with  the  exception  of  a  thin  investing  shell  of 
apparently  normal  muscularis,  was  found  to  be  transformed  into 
a  yellowish-white  tissue,  showing  small  areas  of  interstitial 
haemorrhage.  In  the  anterior  wall  was  a  thickening,  the  central 
part  of  which  had  broken  down,  and  communicated  with  the 
uterine  cavity  through  a  ragged  fistulous  opening.  The  trans- 
formation of  the  muscle  cells  of  the  uterine  wall  into  sarcoma 
cells  could  be  plainly  traced  at  the  margin  of  the  growth  ;  the 
connective  tissue  cells  were  also  undergoing  a  similar  change, 
but  in  less  numbers  than  the  muscle  cells.  J.  F.  J. 

Cancer  of  the  Uterus  and  its  Surgical  Treatment. 

The  Heidelberg  discussion  (ante.,  May,  Summary,  p.  ii)  was 
continued  at  the  Ninth  Congress  of  the  German  Gynaecological 
Society  at  Giessen,  May  29-31,  more  especially  with  regard  to 
the  ultimate  results. 

Freund,  Berlin  (late  of  Strasburg),  said  :  The  possibility  of 
permanent  cure  of  carcinoma  of  the  uterus  is  proved  by  the  fol- 
lowing cases  of  my  own,  which  underwent  total  extirpation,  the 
one  seventeen  years  ago,  for  recurrence  after  amputation  of  the 
portio;  and  the  other  twenty-three  years  ago,  for  cancerous 
nodules  in  the  fundus  uteri.  In  regard  to  the  aetiology  of  carci- 
noma he  was  inclined  to  Virchow's  theory  of  Irritation,  suspend- 
ing all  judgment  upon  the  more  recent  reports  on  the  exciting 
causes  of  the  disease.  Metastatic  extension  of  cancer  through 
the  blood  channels  is  not  common,  and  the  lymphatic  glands  are 
not  attacked  till  comparatively  late,  very  rarely  indeed  while 
the  parametrium  is  unaffected,  and  in  only  one-third  of  the 
cases  in  which  it  is  already  attacked  (contra,  Wertheim) ;  the 
disease  when  situated  in  the  vaginal  portion  or  cervix,  advances 
by  extension  laterally  through  the  parametrium  and  backwards 
towards  the  sacrum.  Recurrence  from  inoculation  (not  implan- 
tation) after  operation  are  only  to  be  explained  upon  the  suppo- 
sition that  cancer  is  infectious.  The  more  completely  the  field 
of  operation  was  brought  within  view  by  any  form  of  proceeding 
the  more  rational  was  that  method,  and  the  abdominal  operation 
was  therefore  to  be  preferred.  Compared  with  German  practice, 
English  surgeons  have,  in  a  remarkable  way,  declared  for  the 
limitation  of  the  operation.  On  this  question  statistics  can  as 
yet  be  of  very  little  value. 

Winter,  KOnigsberg :  The  radical  methods  of  operation 
for  the  permanent  cure  of  uterine  cancer  now  practised  are 
(f)  Amputatio  cervicis  uteri  supravaginalis  ;  (2)  extirpatio 
uteri  vaginalis;  (3)  extirpatio  uteri  abdominalis  (Freund) ;  (4) 
operatio  radicalis  abdominalis. 

The  radical  abdominal  operation  is  a  material  advance  on 
G 


82    Summary  of  Gynecology ^  including  Obstetrics 


the  earlier  ones  in  its  extensive  removal  of  the  connective  tissue 
of  the  pelvis  (and  parametrium)  and  the  extirpation  of  the  glands. 
These  glands  are  involved  in  35-50  per  cent,  of  cancerous  cases. 
Up  to  the  present  134  radical  abdominal  operations  have  been 
recorded  with  a  mortality  of  24*6  per  cent.  (18  deaths  from  infec- 
tion and  12  from  collapse).  Schauta,  Wertheim,  and  Winter 
each  met  with  one  fatal  case  of  necrosis  of  both  ureters,  and 
therefore  these  organs  should  not  be  unnecessarily  stripped  of 
connective  tissue.  After  the  mass  to  be  removed  has  been 
detached,  Winter  extracts  it  by  the  vagina,  or  if  the  uterus  be 
too  large  to  sink  below  the  peritoneum,  he  amputates  it  at  the 
level  of  the  inner  os  with  Paquehn's  cautery,  buries  and  after- 
wards removes  the  cervix  with  the  upper  part  of  the  vagina. 
On  the  other  hand,  Wertheim,  without  in  any  way  preparing 
it,  clamps  the  carcinoma  away  from  the  vagina,  divides  the 
vagina  below  the  clamp,  and  afterwards  closes  the  large  gap  in 
the  peritoneum.  Winter  looks  for  future  improvement,  not  to 
more  extended,  but  to  earlier  operation  ;  he  strongly  advocated 
an  agreement  upon  the  points  to  be  noted  in  the  collection  of 
statistics. 

KiisTNER,  Breslau:  The  abdominal  operation  cannot  yet 
take  the  place  of  the  vaginal.  In  spite  of  any  personal  con- 
viction as  to  the  advantages  of  the  method  results  must  decide 
our  choice,  and  the  vaginal  way  is  far  less  fatal  to  the  patients. 
The  peritoneum  must,  as  far  as  possible,  be  protected  from  any 
contact  with  the  disease,  and  Veit's  method  of  beginning  the 
operation  from  above  and  finishing  it  from  below  is  in  this 
respect  the  safest,  and  accordingly  gives  the  best  results.  When 
the  uterus,  with  a  view  to  its  total  removal  by  the  vagina,  has 
been  depressed  in  the  pelvis,  the  peritoneum  should  not  be 
closed.  Kiistner  is  in  the  habit  of  carefully  stitching  round  the 
uterus,  after  it  has  been  prepared  for  removal,  some  bunches  of 
gauze  which,  as  the  organ  is  drawn  down,  thoroughly  mop  out 
the  entire  wounded  surface  of  the  smaller  pelvis.  The  exposure 
of  the  vessels  and  the  removal  of  the  glands  and  parametrium 
gives  no  assurance  of  the  complete  removal  of  the  cancerous 
germs.  Perhaps  in  the  future  we  shall  see  part  of  the  bladder 
and  the  lower  segments  of  the  ureters  taken  away  also. 

ScHucHARDT,  Stettin,  again  advocated  his  paravaginal 
incision  (v.  l.c,  supra). 

Leopold,  Dresden,  in  regard  to  the  aetiology  of  malignant 
disease,  insisted  that  such  may  be  induced  by  the  presence  of 
blastomycetes  (v,  ante.,  vol.  xvi..  Summary,  p.  197). 

Mackenrodt,  Berlin:  Cancer  of  the  uterus  is  so  far  com- 
paratively favourable,  as  there  is  no  other  place  in  the  body 
where  the  neighbouring  organs  can  be  so  freely  removed  with 
the  disease.    The  question  of  infection  of  the  glands  has  been 
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considered  in  an  over-optimistic  spirit,  even  by  Wertheim.  In 
operating  radically  one  must  always  completely  remove  the 
lymphatic  glands  of  the  pelvis  with  the  connective  tissue  about 
them.  Infection  by  inoculation  must  be  most  carefully  avoided ; 
a  reason  in  favour  of  the  paravaginal  incision,  the  removal  of  the 
disease  with  *the  connective  tissue  about  it,  and  extirpation  by 
the  cautery.  Of  39  patients  operated  on,  31  survived,  13  with 
recurrence ;  but  18  cases  have  been  well  for  at  least  3-5  years. 

The  larger  lymph  channels  lose  themselves  in  a  plexus  at  the 
intersection  of  the  uterine  arteries  and  ureters,  and  it  is  there 
that  recurrence  most  commonly  occurs.  Igni-extirpation  will 
now  very  properly  be  superseded  by  the  radical  abdominal 
operation.  The  cases  of  sepsis  exhibit  a  very  singidarly  peculiar 
behaviour,  and  are  due  to  irritants  lurking  in  the  cancerous 
tissue,  and  somewhat  similar  to  the  germs  found  by  Leopold. 
The  exposure  of  the  blood  vessels  and  ureters  should  be  effected 
by  dissection  outside  the  peritoneum. 

A  New  Way  of  Extirpating  the  Uterus. 

Amann,  Munich :  The  author  has  performed  total  vaginal 
extirpation  of  the  uterus  in  more  than  175  cases  selected  on  very 
broad  indications,  with  a  mortality  of  about  4  per  cent.,  but  he 
finds  that  even  with  the  help  of  the  paravaginal  incision  it  is  not 
possible  to  clear  away  enough  of  the  parametrium.  Two  of  his 
cases,  after  five  years*  complete  freedom,  were  suddenly  attacked 
by  extensive  recurrence  in  the  lymphatic  glands  of  the  posterior 
abdominal  wall  without  any  similar  affection  of  the  pelvis.  The 
sacral  operation  ofifers  no  advantage  over  the  vaginal,  but  the 
extended  abdominal  operation  gives  more  room.  He  has 
therefore,  in  fourteen  cases,  adopted  this  method,  with  firee 
exposure  of  the  ureters  and  removal  of  the  lymphatic  glands, 
and  lost  three  patients  in  whom  the  disease  was  very  far 
advanced.  In  four  instances  the  microscope  showed  that  the 
removed  glands  were  already  attacked. 

He  describes  a  novel  transperitoneal  way  by  which  he  has 
succeeded,  not  only  in  removing  a  great  part  of  the  parametrium, 
but  also  in  exposing  the  ureters,  wall  of  the  bladder,  and  vagina, 
to  a  most  satisfactory  extent,  without  keeping  the  peritoneum 
open  more  than  a  couple  of  minutes;  this  he  did  for  the  first 
time  in  April,  1899.  The  abdominal  wall  is  divided  down  to  the 
peritoneum,  and  he  then  forces  his  way  along  the  bladder  and 
vagina ;  an  opening  is  made  in  the  peritoneum  from  the  excavatio 
vesico-uterina,  the  uterus  is  drawn  out,  and  the  opening  is 
immediately  closed  by  stitching  the  vesical  fold  to  the  peri- 
toneum of  the  posterior  wall  of  the  pelvis.  When  this  has  been 
done  the  rest  of  the  parametrium  can  be  exposed  and  the  glands 
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examined.  He  drains  with  iodoform  gauze  through  the  vagina, 
and  also  through  the  abdominal  wound. 

It  is  surprising  with  how  little  difficulty  or  haemorrhage  one 
gets  down  at  once  to  the  most  important  part,  the  intersection 
of  the  uterine  arteries  and  ureters,  and  if  necessary,  can  resect 
the  latter  and  graft  them  in  the  bladder  as  proposed  by 
Mackenrodt. 

This  method  has  advantages  over  the  vaginal  and  sacral  as 
regards  removal  of  the  parametrium,  exposure  of  the  ureters, 
and  extirpation  of  the  vagina ;  and  over  the  abdominal  method, 
as  being  almost  entirely  extraperitoneal.  Amann  has  employed 
it  in  five  cases,  and  only  lost  one  in  which  the  carcinoma  was 
extremely  advanced. 

Olshausen,  Berlin,  said  that  the  chief  danger  in  operation 
for  uterine  carcinoma  was  sepsis,  which  was  still  responsible  for 
nearly  half  the  immediate  deaths.  The  diseased  parts  should 
be  well  prepared  beforehand  by  excochleation  and  the  actual 
cautery,  or  by  a  40  per  cent,  solution  of  zinc  chloride  in  alcohol. 
Accidental  injuries  were  also  a  great  danger.  Theoretically, 
if  the  disease  had  already  invaded  the  neighbouring  parts,  a 
radical  operation  could  only  be  successful  in  exceptional  cases, 
and  therefore,  theoretically,  the  evacuation  of  the  pelvic  glands 
and  connective  tissue  was  a  chimera.  Extension  of  the  indica- 
tions increased  the  mortality  and  also  the  accidental  injuries. 
During  the  last  three  years  more  than  half  of  all  his  cases  had 
undergone  a  radical  operation.  As  regards  permanent  cure 
(five  years),  52  per  cent,  of  the  cases  were  free  from  recurrence. 
Even  if  the  pelvic  connective  tissue  were  involved,  a  radical 
operation  was  not  hopeless,  but  the  choice  of  the  vaginal  or 
abdominal  way  must  depend  on  circumstances.  He  thought  it 
unjustifiable  to  operate  from  the  abdomen  in  a  case  of  com- 
mencing carcinoma  of  the  portio  or  cervix  in  order  in  such  to 
remove  the  glands  lymphatic. 

Wertheim,  Vienna  :  Had  done  the  radical  abdominal  opera- 
tion in  fifty-seven  cases ;  having  lost  one  from  gangrene  of  the 
ureter  with  ascending  suppuration  he  now  left  the  ureter  as 
undisturbed  in  its  connective  tissue  as  possible.  It  was  a  most 
important  fact  that  even  in  the  early  stages  of  carcinoma  it 
had  been  repeatedly  found  that  the  lymphatic  glands  in  the 
junction  of  the  iliac  arteries  were  already  involved  in  the 
disease.  Though  no  judgment  could  yet  be  formed  as  to  per- 
manent results,  he  believed  himself  justified  on  his  present 
experience  in  concluding  that,  at  least  as  regards  permanent 
results,  the  abdominal  operation  was  better  than  the  vaginal. 

Latzko,  Vienna,  urged  the  preventive  catheterisation  of  the 
ureters. 

H.  Freund,  Strasburg,  practised  the  abdominal  operation 


Uterine  Carcinoma 


after  Wertheim,  and  of  fifteen  cases  had  lost  two  from  uraemia. 
Differing  from  Olshausen,  he  would  so  operate  in  early  cases  but 
not  in  advanced  ones. 

ZwEiFEL,  Leipsic :  In  spite  of  careful  scraping  and  cauterisa- 
tion of  the  diseased  tissues,  recurrence  had  occurred  in  two 
of  his  cases  after  paravaginal  incisions.  Thrombosis  of  the 
veins  due  to  infection  should  be  prevented  by  first  tying  and 
then  dividing  these  vessels.  The  duration  of  cure  by  the  para- 
sacral method  was  very  prolonged,  but  even  advanced  cases 
of  parametric  infiltration  might  be  dealt  with  by  the  vagina. 

Staude,  Hamburg,  makes  the  paravaginal  incision  of 
Schuchardt  on  both  sides,  but  does  not  find  the  operation  at 
all  so  easy  as  described  by  its  originator ;  the  separation  of 
the  parametrium  and  arrest  of  haemorrhage  are  often  very  diffi- 
cult. He  had  had  two  recurrences  from  inoculation ;  of  thirty-six 
cases  fifteen  have  had  recurrence. 

HoFMEiER,  many  years  ago,  had  proposed  the  supravaginal 
amputation  of  the  portio  as  a  radical  proceeding  in  commenc- 
ing carcinoma  of  the  portio.  It  is  impossible  to  clear  away  all 
glands ;  the  most  important  point  was  to  operate  as  early  as 
possible. 

Chrobak,  Vienna,  had  a  case  operated  on  eighteen  years  ago 
still  free  from  recurrence. 

VoN  RosTHORN,  Graz,  advocated  the  abdominal  radical 
operation;  it  was*  important  to  prepare  for  it  some  time 
previously  by  excochleation  and  cauterisation. 

Pfannenstiel  {Centralb,  f.  Gyn.^  1901,  No.  15)  looks  upon 
high  amputation  of  the  coUum  as  an  operation  only  to  be  done  in 
exceptional  cases.  Vaginal  panhysterectomy  has  given  him  36*2 
per  cent,  of  permanent  cures,  equivalent  to  7  per  cent,  of  all 
cases  seen,  of  which  only  19-5  per  cent,  were  operated  on.  Carci- 
noma corporis  gave  him  the  best  results.  Cancer  of  the  neck 
offers  a  better  prognosis  for  intervention  than  cancer  of  the  portio, 
but  becomes  much  more  rapidly  inoperable.  Of  the  abdominal 
operation  the  mortality  is  22  per  cent.,  and  nothing  is  certain  as 
to  its  permanent  results;  the  only  case  Pfannenstiel  did  in 
Wertheim's  way,  with  free  dissection  and  removal  of  the  iliac 
glands,  was  fatal.  The  limits  for  the  abdominal  operation  in  his 
opinion  should  be  more  strictly  confined ;  more  benefit  will  be 
derived  from  earlier  diagnosis  than  from  the  extension  of 
operative  methods. 

The  Radical  Operation  for  Uterine  Carcinoma  with 
Clearing  out  of  the  Pelvis. 

Mac  KEN  ROOT,  Berlin  (Ccniralb.  f.  Gyn.,  1901,  No.  25),  reports 
upon  the  various  methods  of  total  extirpation  he  has  tried 
since  1899,  and  divides  the  development  of  his  operation  into 
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four  stages.  During  the  first,  the  veins  were  injured  once  in 
four  cases  and  death  ensued  from  air  embolism  in  a  couple  of 
hours.  Among  five  cases  under  the  second,  a  ureter  was  un- 
necessarily endangered  in  one.  Five  cases  were  operated  on  by 
the  third  method  and  four  died  from  sepsis.  The  fourth  method, 
an  extremely  complicated  abdominal  operation,  has  hitherto 
(in  six  instances)  not  been  fatal;  whether  it  is  as  Mackenrodt 
believes  the  only  way  to  convert  the  abdominal  operation  for 
uterine  carcinoma  from  a  dangerous  complexity  of  technic  into 
a  definite  and  assured  proceeding,  remains  to  be  seen  from 
further  experience. 

Can'cerous  Degeneration  of  a  Dermoid  Cyst. 

Wolff  {Arch,  /.  hlin.  Chiv.y  Bd.  Ixii.,  Heft.  4),  relates  the 
following  case  from  v.  Bergmann*s  klinic :  A  woman  of  21  was 
admitted  for  a  sacral  tumour  developed  in  the  past  few  months. 
When  extirpated  this  tumour  proved  to  be  a  simple  dermoid 
cyst  free  from  any  malignant  degeneration.  Six  months  later 
a  new  growth  appeared  in  the  same  spot  as  the  foregoing  and 
was  accompanied  by  pain ;  on  operation  it  was  found  to  be  a 
typical  epithelioma.  Wolff  admits  that  there  had  been  a 
cancerous  degeneration  of  some  remnant  of  the  dermoid  cyst 
left  in  the  wound  at  the  time  of  the  former  operation.  The  case 
seems  analogous  to  those,  relatively  not  infrequent,  in  which 
cancer  supervenes  on  an  atheroma  which  has  suppurated  and 
formed  a  fistula. 

The  important  part  that  merely  mechanical  conditions  may 
play  in  the  development  of  tumours  recognised  long  ago  by 
Virchow  has  recently  been  supported  by  Konstantinovitsch, 
who  found  that  the  spores  of  lycopodium  when  injected  into  the 
skin  produced  growths  not  dissimilar  from  ordinary  granuloma, 
containing  epithelioid  and  giant  cells  (Phila.  Med.  Jour.,  June  8, 
1901). 

Large  Fibromyomatous  Tubal  Polypus. 

Wettergren  (Semaine  Midicalty  1901,  p.  232)  finds  that  most 
cases  of  fibromyoma  of  the  tube  relate  to  the  uterine  segment  of 
that  canal  and  are  therefore  in  reality  uterine  tumours.  Of  five 
cases  admitted  as  tubal  by  Saenger  he  rejects  one,  but  has 
found  two  subsequent  ones  reported  by  Jacobs  and  Rudolf. 
The  majority  of  these  tumours  were  discovered  during  operations 
for  ectopic  gestation,  and  the  personal  observation  here  recorded 
is  of  this  kind  also. 

A  multipara  of  30  lay-in  in  June,  and  her  catamenia  appeared 
regularly  from  the  beginning  of  August  till  October,    On  the 
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2 1  St  of  the  latter  month,  after  over-exerting  herself,  she  felt  an 
acute  pain  about  the  caecum,  and  for  some  days  afterwards  had 
losses  of  blackish  blood.  When  admitted  to  hospital  on  the 
29th  she  was  pale  but  had  no  fever.  Abdominal  palpation 
revealed  nothing  abnormal  on  the  right  side,  but  there  was  a 
little  resistance  in  the  left  iliac  fossa.  Internally,  Douglas' 
pouch  was  distended,  especially  to  the  left,  by  a  tumour  of  firm 
consistence.  The  mammary  secretion  had  reappeared.  A 
diagnosis  was  made  of  appendicitis  complicated  by  tubal  abor- 
tion. Some  days  afterwards  the  patient  suddenly  became  much 
worse  and  was  operated  upon  without  delay.  Her  abdomen 
contained  blood,  liquid  and  in  clots.  The  tube  was  divided 
2  cm.  from  the  uterus.  The  appendix,  which  was  also  resected, 
contained  an  orange  pip. 

The  specimen  removed  was  formed  by  the  tube,  enlarged 
in  the  middle  portion  to  the  size  of  a  lemon  ;  the  tubo-uterine 
orifice  was  partially  closed  by  a  pediculated  tumour,  firm,  rosy- 
grey  on  section,  which  had  evidently  grown  from  the  submucous 
or  muscular  layers.  Under  the  microscope  it  proved  to  consist 
of  muscular  and  connective-tissue  fibres  with  an  abundant 
infiltration,  towards  its  base,  of  decidual  cells,  which  cells  were 
also  present  in  the  wall  of  the  tube. 

Dilatation,  Curettage  and  Prolonged  Drainage  of  the 
Uterus  in  Salpingitis.  By  Bbaussenat  and  Blum, 
Rtwu  de  Gynecology  et  de  Chir,  Abdom,^  November, 
December,  1900. 

The  efficacy  of  the  indirect  treatment  of  salpingitis  by 
forcible  dilatation  of  the  uterus,  followed  by  curettage  and  pro- 
longed drainage  of  the  cavity,  first  pointed  out  by  Walton,  has 
been  proved  by  many  gynaecologists ;  much  of  its  good  effect 
has  been  attributed  to  the  drainage  and  still  more  to  the 
dilatation. 

The  authors  recommend  the  use  of  laminaria,  perforated  so 
as  to  allow  the  free  exit  of  the  uterine  secretions,  in  preference  to 
immediate  dilatation  by  Sim's  instrument  or  Hegar's  bougies. 

The  cervix  alone  is  expanded  by  these  instruments,  and  when 
their  action  is  over  rapidly  regains  its  tone,  while  dilatation  by 
laminaria  affects  the  whole  uterus  in  a  regular  and  progressive 
way,  softens  and  supples  the  neck  so  as  to  remove  its  tonicity, 
and  leaving  the  canal  permanently  open  ensures  prolonged 
drainage.  An  expansion,  sufficient  to  permit  the  forefinger  to 
pass  easily  through  the  inner  os,  may  generally  be  obtained  by 
introducing  a  series  of  laminaria  of  increasing  size  during  a 
period  of  from  two  to  four  days. 

After  curettage  a  large  rubber  drainage  tube  is  introduced 
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into  the  uterus  and  the  culs-de-sac  are  lightly  plugged  with  strips 
of  antiseptic  gauze,  so  that  the  tube,  cut  short  at  one  or  two 
centimetres  from  the  external  orifice,  may  remain  in  the  middle 
of  the  vagina.  The  dressing  is  changed  every  other  day,  and 
after  the  uterus  has  been  washed  out  the  tube  is  replaced  by  a 
fresh  one  of  the  same  or  very  nearly  the  same  calibre.  When, 
probably  between  the  tenth  and  twentieth  day,  the  uterine 
cavity  is  found  to  contain  nothing  but  uncoloured  mucus,  the 
drainage  and  intrauterine  injections  are  omitted  and  one  has 
only  to  keep  up  a  rigorous  vaginal  antisepsis  for  a  few  days 
longer.  In  favourable  cases  one  may  at  this  time  find  that  the 
adnexal  tumours  have  diminished  or  even  disappeared.  The 
authors  have  treated  nineteen  patients  by  this  method.  In 
eleven  cases  in  1894  ^^^X  obtained  seven  definite  cures  and  one 
which  lasted  three  years;  two  cases  in  which  the  immediate 
results  were  excellent  were  lost  sight  of,  and  one  was  a  failure. 
In  three  cases  dealt  with  in  1895,  one  is  still  cured,  another  was 
so  for  four,  and  the  third  for  two  years.  Of  the  remaining  five, 
four  were  absolutely  cured  and  the  fifth  was  so  for  three  years. 
They  insist  that  this  method  should  always  be  tried  before 
resorting  to  laparotomy. 

Drainage  of  the  Uterus. 

Franke  (Brunswick)  in  view  of  the  liability  of  the  various 
forms  of  intrauterine  drainage  tubes  to  be  forced  into  the  vagina, 
employs  an  ordinary  indiarubber  pipe  whch  he  fixes  with  a 
suture  in  the  way  usual  in  draining  wounds.  Having  dilated 
the  canal  by  means  of  Hegar's  bougies,  he  passes  into  the 
uterus  a  tolerably  large  drain  6  or  7  cm.  long,  into  which  he  has 
previously  passed  a  catheter ;  when  the  tube  is  in  position  the 
catheter  is  withdrawn  and  a  thick  silk  ligature  is  passed  through 
both  lips  of  the  cervix  so  as  to  secure  the  tube,  and  the  vagina 
is  then  loosely  plugged  {Semainc  MedicaU,  1901,  p.  232). 

Ovarian  Disease  and  Insanity. 

HoBBS  {Amer.  Jour,  Obst.^  April,  1901)  points  out  that  the 
mental  characteristics  of  a  woman  conform  with  the  great 
physiological  divisions  of  her  physical  existence.  Coincident 
with  the  physical  and  mental  changes  there  are  changes  in  the 
reproductive  system — the  development  of  ovulation,  the  con- 
tinuance of  the  ovarian  function  and  its  cessation.  On  the  other 
hand,  pathological  changes  in  the  ovary  cause  disturbance  of 
function,  and  this  is  succeeded  by  a  series  of  nerve  storms,  vary- 
ing in  gravity  from  localised  abnormal  sensations  to  profound 
mental  derangement. 

The  interdependence  of  the  organ  of  reason  and  the  organ  of 
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reproduction  is  clearly  shown  by  the  history  of  forty  cases  of 
ovarian  disease  with  complicating  insanity,  and  by  the  good 
effects  upon  the  mental  condition  which  followed  the  surgical 
treatment  of  the  different  ovarian  lesions.  The  diseases  were 
either  simple,  multilocular,  dermoid,  or  papillomatous  cysts, 
weighing  from  a  few  drachms  to  15  lbs. ;  fibroid  degeneration, 
ovarian  abscesses,  haematomas,  inflammatory  affections  and 
prolapse. 

The  most  frequent  type  of  ovarian  insanity  is  mania,  and 
was  met  with  in  over  90  per  cent,  of  these  cases.  Excitability, 
talkativeness,  restlessness  and  destructiveness  were  the  main 
features  of  the  mental  disturbance. 

Hysterectomy  was  necessary  in  seven  of  the  cases;  in  twenty- 
four  cases  single  or  double  oophorectomy  was  done,  but  in  the 
remaining  nine  a  part  of  one  or  both  ovaries  was  preserved. 
Out  of  the  forty  cases  two  died,  one  from  pneumonia  on  the 
twelfth  day,  and  one  a  week  after  operation  from  septic  pneu- 
monia ;  as  to  the  subsequent  mental  history  of  these  cases  the 
results  were  good.  The  majority  of  those  who  recovered 
improved  rapidly  after  operation,  being  well  mentally  inside  of 
three  months.    The  recovery  rate  was  as  follows  : — 

Cases.  Recoveries. 

Acute  mania    10  7 

Chronic  mania      ...       ...       ...    22  8 

Epileptic  mania    ...    2  o 

Folie  circulaire     ...  ...      2  i 

Psychocoma    ...      i  i 

Acute  melancholia   3  2 

There  were  also  10,  or  25  per  cent.,  who  improved  and  are 
still  improving. 

Of  the  19,  or  47*5  per  cent.,  who  recovered,  six  had  been 
insane  under  one  year,  four  between  one  and  two  years,  one 
between  two  and  three  years,  three  between  four  and  five  years, 
and  four  over  five  years. 

The  determination  of  the  presence  or  absence  of  disease  of 
the  reproductive  organs  should  be  a  sine  qua  non  in  the  early 
treatment  of  all  insane  women. 

J.  F.  J. 

Varicocele  of  the  Broad  Ligament. 

Shober  (Amer,  Jour.  Ohst.y  May,  1901)  insists  upon 
the  physiological  disturbance  of  the  circulation  in  the  broad 
ligament  which  occurs  in  the  sexual  relations,  during  menstrua- 
tion, and  in  pregnancy.  A  varicocele  of  the  ovarian  veins 
arising  under  these  circumstances  may  be  looked  upon  as  an 
exaggeration  of  an  existing  condition,  and  inordinate  sexual 
indulgence,  inflammatory  changes,  malpositions,  &c.,  may 
change  the  physiological  condition  into  a  pathological  one. 
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The  local  causes  in  their  order  of  importance  are  :  — 

(1)  Subinvolution,  after  labour  or  alx)rtion. 

(2)  Lacerations  of  the  cervix  which  extend  into  the  broad 
ligament  and  causing  cicatrices  obstruct  the  uterine  and  throw 
extra  work  on  the  ovarian  circulation. 

(3)  Displacements  of  the  uterus  and  ovaries. 

(4)  Chronic  constipation. 

The  symptoms  of  the  varicocele  include  those  attending  its 
cause,  but  it  is  significant  that  they  are  greatly  relieved,  and  im- 
mediately by  lying  down.  The  physical  examination  should  be 
made  per  rectum  ;  the  dilated  and  tortuous  veins  can  be  felt  in 
the  broad  ligament  as  a  yielding,  compressible  mass  which 
sometimes  may  reach  the  size  of  a  hen's  egg. 

General  constitutional  treatment  should  be  tried.  The 
usual  operative  treatment  has  been  to  remove  the  appendages ; 
this  is  not  necessary,  it  is  quite  sufficient  to  ligature  the  veins  in 
two  places  and  remove  the  intervening  portion. 

J.  F.J. 

Recurrent  Ectopic  Gestation. 

Ch.  Sens  {Thlse  de  Paris,  1901,  No.  202)  has  here  collected 
eighty-nine  published  cases  of  recurrent  ectopic  gestation,  but 
rejects  twenty-four  in  which  the  clinical,  operative,  or  anatomical 
diagnosis  of  tubal  pregnancy  seems  to  him  imperfectly  estab- 
lished. His  thesis  is  therefore  based  on  sixty-five  well-marked 
instances  of  recurrent  extrauterine  pregnancy.  It  is  therefore 
evident  that  a  woman  who  has  recovered  from  an  extrauterine 
pregnancy  is  to  a  certain  extent  liable  to  a  similar  accident,  and 
that  such  recurrence  is  more  common  than  has  been  supposed  ; 
indeed,  according  to  the  statistics  of  Varnier  and  the  author,  in 
one  instance  out  of  four,  when  conception  occurs,  after  the  cure 
of  an  ectopic  gestation,  the  latter  pregnancy  is  an  extrauterine 
one  also.  This  is  contrary  to  the  experience  of  Bouilly,  Legueu 
and  Schwartz,  who,  in  a  loog  series  of  operations,  have  never 
met  with  a  recurrence  of  extrauterine  pregnancy,  but  have  seen 
intrauterine  ones  secondary  to  extrauterine. 

In  only  one  of  the  collected  cases  (H.  C.  Coe)  did  the 
recurrence  take  place  in  the  tube  previously  affected. 

The  course  of  the  pregnancy  in  a  second  ectopic  gestation 
tends  to  resemble  that  of  the  former  one;  in  one  instance,  for 
example  (Chapot-Prevost),  it  continued  to  term  with  false  labour 
and  retention  of  the  fcetus. 

A  third  extrauterine  pregnancy  in  the  same  woman,  though 
possible,  has  not  yet  been  recorded. 

Congenital  bilateral  malformation  of  the  tubes  and  peri- 
or  intra-tubal  lesions  may  be  factors  in  the  pathogenesis  of 
recurrent  ectopic  gestation,  but  in  operating  for  tubal  pregnancy 
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it  is  quite  unjustifiable  as  a  preventive  measure  to  extirpate  the 
adnexae  of  the  other  side  when  they  are  normal. 

Sens  considers  that  the  possibility  of  recurrence  is  an 
important  factor  in  the  extended  prognosis  one  is  asked  for  in 
extrauterine  gestation. 

The  Lower  Uterine  Segment  and  the  Contraction  Ring. 
The  Inglcby  Lecture,    By  W.  J.  Smyly,  M.D.,  &c,,  &c. 

An  exact  definition  of  the  lower  segment  is  in  the  present 
state  of  our  knowledge  impossible,  and  the  nearest  approach 
that  1  can  make  to  it  is  in  the  words  of  Bayer :  "A  portion  of 
the  uterus  which  before  parturition  resembles  the  body,  and 
after  it  the  cervix."  This  structural  division  of  the  uterus  into 
an  upper  contracting  and  a  lower  distensiie  portion  is  of  the 
utmost  importance  in  the  mechanism  of  the  first  stage  of  labour; 
for  if  the  organ  were  of  equal  strength  throughout,  the  pressure, 
which  is  evenly  distributed,  would  produce  no  mechanical 
result.  But  because  the  lower  part  is  weaker  it  yields,  and 
the  lower  pole  of  the  ovum  bulges  into  it.  The  upper  part  is  at 
the  same  time  drawn  upwards,  there  is  a  slip  in  opposite  direc- 
tions between  the  membranes  forming  the  lower  pole  of  the 
ovum  and  the  walls  of  the  lower  segment,  by  which  they  are 
separated  from  each  other,  and  a  little  bloody  discharge  takes 
place  called  by  midwives  "  the  shows."  The  elastic  membranes 
cast  off  from  the  uterine  wall  as  far  up  as  the  contraction  ring, 
and  containing  liquor  amnii,  form  the  bag  of  waters,  which, 
distended  by  the  pressure  from  above,  is  forced  into  and  forms 
the  chief  dilating  force  in  the  expansion  of  the  os  and  cervix. 
Were  the  membranes  exposed  to  the  full  force  of  the  contracting 
uterus  they  would  probably  rupture,  but  they  are  saved  from 
this  by  the  lower  uterine  segment.  In  normal  labour  the  head 
acts  like  a  ball  valve,  completely  shutting  off  the  forewaters 
from  those  which  surround  the  body  of  the  child. 

In  the  third  stage  the  lower  segment  and  cervix  form  a  con- 
tinuous thin-walled,  collapsible  tube,  which  affords  no  support 
to  the  upper  segment  containing  the  placenta.  The  upper  part, 
therefore,  sinks  down  into  the  pelvis,  the  fundus  usually  standing 
about  midway  between  the  pubes  and  umbilicus.  But  when 
the  placenta  has  been  expelled  from  the  contractile  portion,  it 
distends  the  lower  segment  and  cervix,  and  the  fundus  is  lifted 
up  above  the  umbilicus.  When  this  occurs,  the  distended  lower 
segment  can  be  easily  felt  above  the  pubes,  and  closely  resembles 
a  distended  bladder. 

These  signs  are  now  of  considerable  importance  with  regard 
to  the  management  of  the  third  stage  of  labour.  Some  time 
ago  Cred6's  method  was  in  vogue.    It  consisted  in  rubbing  and 
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kneading  the  uterus  to  induce  contraction,  and  then  expressing 
the  placenta  usually  with  the  third  pain.  It  was  gradually 
discovered,  however,  that  this  active  treatment  was  frequently 
followed  by  post-partum  haemorrhage  and  retention  of  membranes, 
and  that  better  results  were  obtained  by  waiting  until  the  uterus, 
having  expelled  the  placenta,  remained  firmly  retracted.  It 
then  became  an  important  matter  to  know  when  this  had  taken 
place,  and  this  we  can  tell  by  three  signs,  two  of  which  I  have 
already  mentioned — namely,  the  rising  up  of  the  fundus  above 
the  umbilicus,  and  the  bulging  of  the  lower  segment  above  the 
pubes.  The  third  sign  is  the  protrusion  of  the  cord  5  or  6  inches 
away  from  the  vulva.  This  process  usually  occupies  about 
half  an  hour,  but  Ahlfeld,  to  whom  we  are  chiefly  indebted  for 
the  introduction  of  this  more  expectant  method  of  treatment, 
urges  a  further  delay  of  one  hour  in  order  to  secure  the  complete 
separation  of  the  membranes.  In  my  own  practice  I  always 
expel  the  placenta  as  soon  as  I  am  certain  that  it  has  left  the 
uterus. 

In  abnormal  labour  the  lower  segment  may  fail  to  perform 
its  functions,  or  do  so  imperfectly.  In  some  pluriparous  women, 
owing  to  the  distensibihty  of  the  upper  portion  of  the  uterus, 
no  lower  segment  is  formed,  and  in  others  its  walls  are  so  weak 
that  it  is  separated  from  the  head  by  the  liquor  amnii.  The 
same  result  may  follow  if  the  presenting  part  does  not  accurately 
fit  the  lower  segment,  or  if,  as  in  pelvic  deformity,  the  head  can- 
not descend  into  the  lower  segment  and  close  it  by  its  ball  valve 
action. 

Under  all  these  circumstances  the  membranes  are  exposed 
to  undue  strain  and  premature  rupture.  The  normal  hydro- 
static dilator  is  lost,  and  the  os  is  more  slowly  dilated.  When 
the  lower  segment  does  not  firmly  embrace  the  presenting  part 
as  in  the  cases  already  mentioned,  and  also  in  hydramnios  and 
in  placenta  praevia,  small  and  movable  parts  of  the  foetus  such 
as  its  limbs  and  cord  may  be  driven  down.  This  is  the  only 
cause  of  funic  prolapse  with  which  I  am  acquainted.  The 
sudden  rush  of  liquor  amnii  which  often  accompanies  the 
accident  is  not  the  cause  of  it,  but  results  from  the  same 
conditions. 

Placenta  praevia  most  frequently  occurs  in  women  who  have 
borne  many  children  in  quick  succession,  who  have  had  abor- 
tions, or  who  have  suffered  from  menorrhagia  and  leucorrhcea, 
in  other  words,  in  women  suffering  from  chronic  metritis.  When 
the  ovum  enters  the  uterus  it  probably  adheres  to  a  part 
of  the  mucous  membrane  prepared  for  its  reception,  or  slips 
into  a  cleft  in  that  membrane;  but  when  the  membrane  is 
rendered  unsuitable  by  disease  in  that  part  it  becomes  attached 
elsewhere,  probably  lower  down,  and  if  this  part  be  not  quite 
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healthy  the  serotina  develops  an  imperfect  placenta  insufficient 
for  the  needs  of  the  fcetus.  The  placental  formation  therefore 
spreads  further  afield,  involving  the  reflexa,  or  vera,  or  both. 
In  this  way  it  may  spread  not  only  into  the  lower  segment  of 
the  uterus  but  even  into  the  cervix  ;  and  cases  have  been 
reported  by  von  Weiss  and  Ponfick  in  which  it  extended  to 
the  OS  externum. 

The  development  of  the  placenta  upon  the  decidua  reflexa 
explains  a  number  of  facts  which  would  otherwise  be  unin- 
telligible. For  example,  the  extreme  thinness  of  these  placentae 
and  their  position  are  easily  understood  when  we  remember  the 
expansion  of  the  decidua  reflexa  during  the  growth  of  the  ovum 
and  its  union  with  the  vera  in  the  lower  segment.  In  some 
remarkable  cases  recently  published,  though  the  placenta  could 
be  distinctly  felt  through  the  os,  there  was  no  haemorrhage 
during  labour.  In  uterine  catarrh  the  reflexa  sometimes  fails  to 
unite  with  the  vera,  and  if  this  occurred  where  the  placenta  had 
developed  upon  the  former,  there  would  be  no  vascular  con- 
nection with  the  lower  segment  and  therefore  no  haemorrhage. 

In  the  vast  majority  of  cases,  however,  the  reflexa  and  vera 
do  unite,  and  the  placenta  derives  its  vascular  supply  from  the 
lower  segment,  and  it  behaves  as  a  part  of  the  membranes,  and 
is  separated  from  its  attachments  as  far  up  as  the  contraction 
ring.  The  vessels  of  the  placental  site  are  thus  torn  through, 
and  violent  haemorrhage  is  the  result.  These  haemorrhages 
usually  commence  about  the  seventh  or  eighth  month  of  preg- 
nancy, slight  at  first,  but  recurring  with  increasing  severity. 
In  some  cases,  however,  there  is  no  loss  of  blood  until  labour 
sets  in,  and  these  are  generally  cases  of  complete  placenta 
prsevia,  and  are  probably  cases  in  which,  owing  to  the  abnormal 
resistance,  no  lower  segment  is  formed  during  pregnancy. 
Haemorrhage  is  the  only  symptom,  and  the  chief  danger  in 
placenta  praevia,  and  to  arrest  or  control  it  is  the  chief  duty  of 
the  medical  attendant,  and  in  order  to  do  so  successfully  he 
must  carefully  consider  the  conditions  which  are  present. 

In  placenta  praevia  it  is  surprising  how  easily  the  cervix  and 
lower  segment  ol  the  uterus  can  be  lacerated,  and  the  extraction 
of  the  foetus  is  only  opposed  by  a  thin  and  easily-ruptured  portion 
of  the  uterus,  still  further  weakened  by  the  placental  site,  and  so 
highly  vascular  that  its  laceration  would  entail  a  haemorrhage 
difficult  or  impossible  to  control.  It  is  not  easy  to  understand 
how  haemorrhage  from  such  a  placental  site  is  ever  controlled  by 
nature.  Hofmeier  says  that  the  uterine  artery  gives  off"  no 
branches  directly  to  the  lower  segment,  and  that  the  vessels 
going  to  it  pass  through  the  upper  part,  and  are  therefore 
constricted  when  it  contracts;  but  this  has  been  denied  by 
Davidsohn  and  Lahs,  and,  if  they  are  correct,  the  vessels  can 
only  be  closed  by  the  formation  of  thrombi. 
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The  high  mortality  which  attends  placenta  prsevia  is,  I 
believe,  due  more  to  a  disregard  of  these  important  facts  and 
consequent  improper  treatment  than  to  the  inherent  dangers  of 
this  complication. 

The  chief  causes  of  death  have  been  haemorrhage,  septic 
infection,  and  entrances  of  air  into  the  veins.  Haemorrhage  has 
proved  fatal  either  from  prompt  assistance  not  being  at  hand 
or  from  misdirected  efforts  to  control  it,  and  amongst  the  latter 
I  would  include  the  extraction  of  the  child  through  an  undilated 
OS,  and  the  use  of  the  vaginal  plug,  which  imperfectly  controls 
the  haemorrhage,  and  by  prolonging  the  process  materially  in- 
creases the  total  loss.  Its  use  also  increases  the  risk  of  septic 
infection. 

The  method  introduced  by  Dr.  Robert  Barnes  is  more 
scientific  and  much  more  successful  than  either  version  and 
extraction  or  the  vaginal  plug,  but  the  separation  of  the  placenta, 
entailing  as  it  does  unnecessary  fingering  of  the  placental  site, 
is  contrary  to  our  modern  views  of  aseptic  midwifery. 

The  modern  treatment  is  simple  and  effective  and  eliminates 
almost  all  the  risks.  It  consists  in  rupturing  the  membranes 
and  bringing  down  a  foot  at  the  earliest  possible  moment,  the 
body  of  the  child  pressing  on  the  placenta  acts  as  an  efficient 
and  aseptic  plug,  and  the  membranes  being  ruptured  no  further 
separation  takes  place.  The  great  advantages  of  this  method 
are  that  it  completely  arrests  the  haemorrhage,  that  it  involves 
but  slight  manual  interference,  and  that  such  manipulations  as 
are  necessary  are  conducted  within  the  membranes,  that  the 
child  is  not  extracted,  but  its  expulsion  is  left  to  nature,  so  that 
the  cervix  is  not  torn,  the  uterus  remains  firmly  retracted  and 
the  placental  vessels  securely  thrombosed. 

The  comparative  merits  of  the  different  methods  of  treat 
ment  which  I  have  mentioned  are  no  longer  open  to  discussion, 
but  are  established  by  ample  statistical  proofs,  and  a  definite 
mortality  attends  the  employment  of  each.  In  a  recent  com- 
munication Dr.  Strassmann  says  that  the  mortality  in  the 
Charite  Hospital,  Berlin,  in  cases  of  placenta  praevia  treated  by 
version,  by  abdominal  manipulation,  bringing  down  a  foot,  and 
leaving  the  expulsion  of  the  child  to  nature,  was  only  1-45  per 
cent.  Where  the  same  method  was  adopted,  but  with  bipolar 
version,  8'6  per  cent.,  and  where  version  was  followed  by  ex- 
traction, 20  per  cent.  The  results  in  the  Rotunda  Hospital,  as 
published  in  Dr.  Lyle's  recent  paper  in  the  British  Medical 
Journal,  showed  that  out  of  seventy-six  admitted  during  the  past 
ten  years  one  which  was  treated  by  version  and  extraction  died 
of  haemorrhage.  Amongst  the  remaining  seventy-five  there  were 
three  deaths,  a  mortality  of  4  per  cent.,  but  not  one  of  these 
was  from  haemorrhage ;  two  were  septic  on  admission,  and  one 
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died  from  pulmonary  embolism  on  the  tenth  day.  There  are 
two  conditions  in  which  the  treatment  which  I  have  advocated 
is  not  advisable— first,  where  the  head  has  passed  the  os  and 
can  be  more  safely  delivered  by  forceps ;  and  secondly,  where 
the  OS  is  not  sufficiently  dilated  to  admit  two  fingers.  In  such 
cases  I  should  advise  the  plug,  but  they  must  be  exceedingly 
rare,  for  I  have  never  met  with  one  myself,  and  Doctor 
Strassmann  says  that  in  the  Charit6  the  plug  was  never  required. 

The  lower  segment  of  the  uterus  is  the  part  most  frequently 
involved  in  rupture.  The  accident,  sometimes  attributed  to 
an  abnormal  weakness  in  this  part  of  the  organ  due  to  chronic 
metritis  or  fatty  degeneration,  may  occur  suddenly  and  quite 
unexpectedly  even  before  the  rupture  of  the  membranes,  but  as 
a  rule  the  upper  part  of  the  uterus,  contracting  strongly,  retracts 
over  the  fcetus  and  drives  it  into  the  lower  segment,  which 
consequently  becomes  over- distended  and  its  walls  thinned  out 
until  at  last  they  give  way.  The  signs  of  impending  rupture 
are  under  these  circumstances  sufficiently  evident ;  on  palpa- 
tion the  contraction  ring  can  easily  be  felt  at  or  above  the 
level  of  the  umbilicus  running  obliquely  across  the  abdomen. 
Above  the  ring  the  uterus  is  thick  and  hrm  and  foetal  parts  can 
scarcely  be  distinguished  within  it,  whilst  below,  on  the  con- 
trary, they  can  be  felt  with  unusual  ease.  The  round  ligaments 
stand  out  like  firm  cords,  but  only  one  can,  as  a  rule,  be  felt. 
Where  these  symptoms  are  present  any  attempt  at  version  would 
be  attended  with  serious  risk ;  indeed,  the  mere  introduction  of 
the  hand  in  addition  to  the  body  of  the  foetus  has  determined 
the  catastrophe.  The  application  of  forceps  would  be  almost 
equally  dangerous ;  indeed,  under  any  circumstances  the  use 
of  this  instrument  before  the  full  dilatation  of  the  os  and  before 
the  head  has  passed  the  brim  is  extremely  hazardous,  and  has 
frequently  caused  a  rupture  of  the  cervix  extending  into  the 
body  of  the  uterus. 

Lastly,  there  is  a  form  of  rupture  of  the  lower  segment  owing 
to  the  crushing  and  subsequent  necrosis  of  its  tissues  between 
the  head  and  the  pelvis.  It  is  not  so  easily  recognised  as  the 
other  forms,  because  symptoms  do  not  appear  until  some  time 
after  labour.  In  these  cases  also  the  forceps  has  caused  most 
serious  injury,  the  crushed  tissues  so  easily  giving  way  that  part 
of  the  entire  cervix  has  been  torn  off. 

The  Contraction  Ring  as  a  Cause  of  Dystocia. 

Budin  and  others  have  reported  cases  in  which  a  constric- 
tion above  a  distended  portion  of  the  uterus  was  believed  by 
them  to  have  been  the  contraction  ring.  In  determining  this 
point  we  are  limited  almost  entirely  to  clinical  observation,  for 
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the  contraction  disappears  with  life,  but  in  a  frozen  section 
published  by  Dr.  Barbour  the  foetus  shows  a  mark  left  by  the 
contraction  ring.  The  constriction  may  occur  before,  during, 
or  after  the  expulsion  of  the  foetus.  It  has  been  observed  before 
the  rupture  of  the  membranes  constricting  the  bag  of  waters, 
and  after  the  waters  have  escaped  obstructing  the  advance  of 
the  head.  During  the  expulsion  of  the  child  it  may  grasp  the 
neck,  preventing  the  descent  of  the  shoulders.  In  twin  preg- 
nancies it  incarcerates  the  second  child  after  the  first  has  been 
expelled  (Budin  and  Rossa).  But  the  most  familiar  example 
is  the  retention  of  the  after-birth  by  so- called  **  hour-glass 
contraction  "  of  the  uterus. 

Schatz*s  observation  that  the  majority  of  cases  of  persistent 
brow  presentation  are  due  to  the  internal  os  grasping  the  neck 
might  more  properly  ascribe  them  to  the  contraction  ring.  The 
contraction  of  the  ring  which  immediately  follows  the  escape  of 
the  waters  is  seldom  of  much  consequence,  because  it  relaxes 
during  the  interval,  and  a  larger  part  of  the  foetus  enters  and 
dilates  it  during  the  succeeding  pains ;  but  the  contraction 
which  occurs  after  the  patient  has  been  long  in  labour  is  a  more 
serious  cause  of  dystocia  because,  the  contractile  portion  of  the 
uterus  having  become  permanently  smaller,  the  relaxation  during 
the  interval  is  only  relative,  and  no  advance  takes  place.  Budin 
delivered  the  second  child,  in  the  case  of  twins,  by  forceps  with 
considerable  difficulty.  And  Rossa  in  a  similar  case  had  much 
trouble  in  performing  version  and  extraction,  and  the  condition 
persisting  in  the  third  stage  incarcerated  the  placenta.  Rossa 
also  states  that  where  the  foetus  has  been  driven  into  the  lower 
segment,  the  contraction  of  the  ring  above  it  may  determine 
rupture  by  traction  on  the  thinned  and  over-distended  wall. 

Budin,  regarding  the  stricture  as  the  chief  cause  of  dystocia, 
advises  mechanical  dilatation,  but  Veit,  on  the  other  hand,  con- 
sidering it  only  a  part  of  a  general  tetanic  condition,  believes 
that  patience  and  narcotics  will  suffice.  There  are  cases,  how- 
ever, iu  which  we  cannot  wait,  and  in  these  the  fingers  and 
hand  are  the  best  dilators. 

The  facts  I  have  brought  before  you  prove  the  importance 
of  a  careful  study  of  the  lower  segment  of  the  uterus  and  the 
contraction  ring ;  and  if  I  have  impressed  you  with  a  serious 
view  of  the  dangers  resulting  from  ignoring  them  my  task  has 
been  accomplished. — (B,  Af. /.,  May  22,  1901). 

The  Influence  oif  Pregnancy  and  Childbirth  on  Phthisis 
\ND  THE  Therapeutical  Value  of  Induced  Abortion. 
By  Kaminer,  Verein  /.  inn.  Medicin  in  Berlin,  3  June,  1901. 

The  interruption  of  pregnancy  is  generally  looked  upon  as 
justifiable  in  severe  heart  disease,  but  while  some  authors  are 
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totally  opposed  to  it  in  cases  of  pulmonary  consumption,  others, 
like  Maragliano,  are  its  declared  partisans,  finding  a  twofold 
advantage  in  the  proceeding  which  protects  the  interests  of  the 
mother  and  prevents  the  birth  of  children  predisposed  to,  if  not 
absolutely  infected  with,  tubercle.  Without  adopting  the  last 
argument,  I  think  it  right,  considering  the  serious  detrimental 
influence  of  gestation  and  labour  on  phthisical  women,  to 
intervene  before  term  in  such  cases. 

In  Senator's  Poliklinic  I  have  found  that  in  33  cases  out  of 
50  (66  per  cent.)  pregnancy  was  detrimental,  in  8  the  patient's 
condition  was  not  affected ;  in  the  other  9  the  result  was 
doubtful.  The  nausea  and  want  of  appetite  accompanying 
pregnancy  interferes  with  nutrition  ;  the  sickness  often  causes 
haemoptysis,  and  the  pressure  on  the  diaphragm  and  retraction 
of  the  lungs  impedes  respiration  and  pulmonary  circulation. 

The  bad  effects  of  labour  are  evident  from  the  following 
figures :  out  of  23  tuberculous  women  confined  14  (61  per  cent.) 
died  in  childbed,  7  of  them  within  a  few  days.  In  three  others 
tuberculous  metastases  supervened  upon  parturition. 

Admitted  the  necessity  of  intervention,  the  question  arises 
whether  one  should  resort  to  induced  abortion  or  premature 
labour  ?  I  do  not  hesitate  to  prefer  abortion  as  infinitely  the 
less  dangerous  of  the  two,  and,  moreover,  because  it  is  in  the 
earlier  months  of  gestation  that  the  health  of  the  mother  is 
more  seriously  compromised,  and  we  should  terminate  gestation 
as  soon  as  possible. 

I  have  induced  1 5  abortions,  and  seen  two  spontaneous  in 
phthisical  women  :  one  died  fourteen  and  another  six  months  later, 
in  5  the  lesions  continued  to  advance.  Thirty  per  cent.,  there- 
fore, of  these  cases  became  worse  in  spite  of  the  abortion,  and 
12  percent,  ended  fatally;  on  the  other  hand  the  condition  in 
the  other  10  patients  (70  per  cent.)  remained  stationary. 

Favourable  as  are  these  results,  I  do  not  infer  that  every 
pregnancy  in  a  tuberculous  subject  should  be  interrupted,  but 
think  abortion  should  be  reserved  for  those  cases  in  which  one 
may  hope  for  a  permanent  improvement  in  the  pulmonary  lesions, 
those  in  which  the  pregnancy  is  evidently  aggravating  the 
disease,  and  those  in  which  the  earliest  tuberculous  lesions 
coincided  with  the  pregnancy. 

In  the  discussion  :  P.  Jacob  said  that  of  3,000  cases  of 
tuberculosis  collected  by  him,  970  affected  women,  of  whom 
337  were  married.  In  a  large  number  of  these  latter  the 
tuberculosis  had  supervened  on  the  pregnancy,  and  in  84  cases 
(25  per  cent.)  gestation  had  led  to  a  marked  aggravation  of  the 
lesions ;  moreover,  an  accentuated  morbid  condition  had  shown 
itself  under  similar  conditions  in  71  patients,  among  whom 
21  had  not  previously  exhibited  any  sign  of  tubercle,  and  the 
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other  50  had  only  shown  discrete  manifestations  of  the  malady. 
He  was,  however,  less  hopeful  than  Kaminer  in  regard  to 
abortion,  for  that  proceeding  in  itself  might  aggravate  the 
condition  of  the  phthisical.  Phthisical  persons  should  perhaps 
be  advised  not  to  marry. 

Strassman  concurred  with  Kaminer  in  preferring  to  induce 
abortion  rather  than  premature  labour  and  considered  the  most 
favourable  time  for  intervention  to  be  between  the  eighth  and 
tenth  week ;  before  that  time  the  diagnosis  was  not  absolutely 
certain. 

The  operation  could  be  completed  in  from  thirty  to  forty-five 
minutes.  After  a  hot  bath,  the  cervix  could  be  dilated  and  the 
ovum  removed  at  once,  and  generally  without  any  great  haemor- 
rhage. Indeed,  the  later  the  intervention  the  more  is  haemorrhage 
to  be  feared :  it  is  therefore  better  when  pregnancy  has  some- 
what advanced  to  proceed  less  rapidly  by  inserting  a  tampon 
for  twenty-four  hours;  the  embryo  is  then  expelled  in  two  or 
three  days.  Strassman  pointed  out  that  the  opinion  of  the 
mother  who  may  desire  or  may  decline  to  have  the  pregnancy 
terminated  had  not  been  alluded  to.  He  agreed  with  Jacob 
that  on  the  whole  it  was  more  prudent  to  prevent  conception  in 
phthisical  women. 

Bernheim,  in  an  article  translated  by  Craig  (Anfuils  of  Gyn. 
and  Pad.,  May  and  June,  1901),  comes  to  the  following  con- 
clusions : — 

In  those  predisposed  to  such  infection,  pregnancy  does  not 
necessarily  lead  to  phthisis,  but  is  the  more  likely  to  do  so  the 
younger  the  subject  may  be.  Latent  or  ancient  tuberculosis  is 
not  necessarily  aroused  by  a  single  pregnancy.  Where  ulti- 
mate infection  is  to  be  feared  marriage  should  be  delayed ;  in 
case  of  past  tuberculosis,  prognosis  as  to  the  results  of  maternity 
must  be  reserved. 

The  more  extensive  the  tubercular  lesions  the  greater  the 
danger  of  pregnancy ;  in  miliary  tuberculosis  it  is  almost  cer- 
tainly fatal. 

A  single  pregnancy  may  not  aggravate  dormant  tuberculosis; 
repeated  pregnancies  are  almost  always  disastrous  even  in  the 
curable  forms  of  phthisis. 

Childbed  and  convalescence  are  particularly  trying  to  the 
phthisical ;  lactation  should  be  prohibited. 

If  existing  tuberculosis  be  aggravated  from  the  first  weeks  of 
pregnancy,  induced  abortion  with  due  precautions  is  justifiable. 

The  influence  of  paternal  tuberculosis  on  pregnancy  is  nil. 

Forced  Abortion. 

Clavbrib  {Thhe  de  Pans,  1901,  No.  201)  bases  his  essay  on 
15  forced  abortions,  many  of  which  were  in  the  service  of 
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Dol6ris.  Whenever  the  immediate  evacuation  of  the  uterus  is 
clearly  indicated,  that  is  to  say,  whenever  gestation  induces 
disturbances  that  resist  the  usual  means  of  treatment  and 
endanger  the  life  of  the  pregnant  woman,  temporisation  having 
been  persisted  in  to  the  last  justifiable  moment  in  the  interests 
of  the  foetus,  induced  abortion  becomes  both  unavoidable  and 
urgent,  and  is  therefore  better  performed  in  one  operation. 
Forced  abortion  saves  time  and  loss  of  blood,  and  with  the 
strictest  antiseptic  precautions,  both  before  and  afterwards,  the 
cervix  should  be  dilated  and  the  complete  evacuation  of  the 
uterine  cavity  immediately  effected. 

The  method  adopted  by  Dol6ris  and  recommended  by  the 
author  is  as  follows:  after  thorough  antisepsis  of  vulva  and 
vagina,  the  cervix  is  dilated  by  Hegar's  bougies,  the  uterus  is 
emptied  by  forceps  and  curette,  the  cavity  is  swabbed  out  and 
irrigated,  and  a  tampon  of  iodoform  gauze  is  inserted. 

The  instrumental  curette  is  to  be  preferred  to  the  finger  as 
the  latter  entails  chloroform. 

In  the  15  cases  quoted,  most  of  them  performed  by  Dol6ris, 
the  indication  was  given,  in  one  by  heart  disease,  in  3  by 
serious  and  repeated  uterine  haemorrhage,  7  times  by  uncon- 
trollable vomiting,  once  by  tuberculosis,  and  once  by  eclampsia. 

Osteomalacia  and  Diaphoresis. 

Schmidt  (Wiener  klin.  Wchns.,  1901,  No.  27),  after  a  short 
review  of  the  therapeutic  measures  employed  in  osteomalacia, 
reports  two  personal  observations,  both  typical  puerperal  cases, 
and  one  being  so  far  advanced  as  to  exhibit  changes  in  the 
bony  pelvis.  He  submitted  them  to  treatment  by  hot  air  baths 
given  with  the  Phenix  apparatus,  and  in  the  first  case  a 
definite  improvement  was  noticed  after  nine  baths,  and  the 
patient,  who  previously  could  merely  take  a  few  steps  in  her 
sick-room,  could  walk  in  the  roadway  without  help.  In  the 
second  and  more  advanced  case  also  the  success  was  so  far 
good  that  the  woman  was  again  able  to  manage  all  her  house- 
work. The  author  suggests  that  the  induction  of  an  intense 
diffuse  hyperaemia  of  the  skin  relieves  the  congestion  of  the 
obstructed  circulation  of  the  periosteum  and  bone- marrow,  and 
that  possibly  organic  acids  may  be  got  rid  of  in  the  sweat. 
Though  the  pathogenesis  of  osteomalacia  is  still  so  obscure 
there  appears  to  be  some  prospect  of  its  successful  treatment. 

Heinsius,  Breslau,  reports  a  case  of  osteomalacia  affecting 
a  woman  of  35,  the  mother  of  four  children.  Her  bones  collapsed 
after  much  pain  in  the  hips  and  great  weakness.  Phosphoric 
acid  was  tried  in  vain,  but  castration  was  successful.  Her 
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symptoms  were  not  materially  aggravated  by  pregnancy,  but 
were  very  decidedly  so  by  menstruation. 

Eclampsia  and  its  Pathogenesis. 

DiENST,  Breslau  {Centralb.  /.  Gyn.,  1901,  No.  19),  publishes 
a  preliminary  report  of  the  results  of  his  investigations  of  the 
pathological  anatomy  and  of  the  conditions  of  the  urine  and 
blood  of  eclamptic  mothers  and  their  infants,  and  suggests  a 
theory  for  the  disease  not  entirely  hypothetical.  Mother  and 
child  suffer  alike  sympathetically,  and  the  changes  in  the  blood 
and  internal  organs  characteristic  of  eclampsia  are  found  in  the 
foetus  as  well  as  in  the  mother. 

The  essential  factor  in  eclampsia  is  inadequate  action  of  the 
maternal  eliminating  organs  (kidneys  and  liver).  This  may  be 
due  to  insufficient  functional  capability  of  the  maternal  kidneys 
or  of  the  maternal  heart,  or  to  both  causes  combined.  The 
result  of  such  deficiency  is  an  accumulation  of  the  metabolic 
products  of  the  foetus.  These  products  cause  an  alteration  in 
the  blood,  of  which  the  most  notable  element  is  an  increase 
in  the  percentage  of  fibrin.  The  presence  of  an  excess  of  fibrin 
in  the  maternal  blood  leads  to  coagulation,  to  the  formation  of 
very  many  forms  of  thrombosis,  and  also,  in  consequence  of  the 
chemical  alteration  of  the  blood,  to  secondary  degenerations  of 
tissue.  This  theory  elucidates  the  occurrence  of  eclampsia 
without  albuminuria. 

Dystocia  in  Head  Presentations  due  to  Excessive  Size 
OF  the  Thorax  and  Shoulders  of  the  Fcetus. 

Saint-Martin  {These  de  Paris,  1900,  No.  loi),  points  out  that 
dystocia  from  excessive  size  of  the  shoulders  was  first  scientifi- 
cally investigated  by  Jacquemier,  who,  in  a  memoir  presented  to 
the  Academy  in  1851,  laid  stress  upon  the  obstacle  to  delivery 
through  the  normal  pelvis  sometimes  caused  by  the  width  of  its 
shoulders,  and  recommended,  as  a  means  of  diminishing  the 
bis-acromial  diameter,  traction  on  the  armpits  so  that  as  the 
labour  proceeded  one  or  both  arms  should  be  brought  down. 
In  contracted  pelvis  bringing  down  of  the  arms  and  making 
traction  upon  them  had  previously  been  recommended  by  various 
authors  for  the  living  child  and  also  for  the  dead  one  after 
basiotripsy. 

Another  mode  of  reducing  the  size  of  the  shoulders  mentioned 
by  Frederico,  Phenomenoff  and  Strassmann,  cleidotomy,  the 
division  of  one  or  both  clavicles,  was  recently  the  subject  of  an 
article  by  Bonnaire  (Presse  MedicaU),  1900. 

If  the  shoulders  should  be  forced  together  forwards  and  the 
clavicles  be  difficult  of  access,  Bonnaire  recommends  recourse 
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to  a  minor  embryotomy,  a  supra-acrominal  section  of  the 
musculo-cutaneous  attachment  of  the  arm  by  dividing  the  soft 
parts  lying  above  the  stump  of  the  shoulder  between  the 
acromion  and  clavicle  on  one  hand  and  the  neck  on  the  other ; 
this  does  not  lessen  the  bis-acromial  diameter,  but  allows  it  to 
pass  diagonally  through  the  pelvic  canal,  the  shoulder  so  cut 
following  the  other. 

Cleidotomy  does  not  affect  muscular  tissue  nor  subclavian 
vessels  and  may  be  done  on  the  living  child,  but  this  supra- 
acrominal  section,  like  every  embryotomy,  is  limited  to  dead 
fcetus. 

If  the  infant  be  alive,  St. -Martin  prefers  to  resort  to  symphy- 
seotomy ;  if  dead,  to  decapitation,  so  as  to  reach  and  bring 
down  the  arms  and  deliver  by  traction.  This  is  the  practice 
adopted  by  Bar,  and  from  measurements  made  by  himself  the 
author  concludes  that  preliminary  decapitation  causes  more 
diminution  in  the  bis-acromial  diameter  than  cleidotomy  under 
the  same  conditions. 

Cramer,  Bonn  (MUnch.  nutd,  Wchns.  1901,  No.  2),  believes 
that  the  application  of  forceps  in  the  high  position  may  be 
avoided  by  impression  of  the  head  in  Walcher's  position,  and 
that  this  is  the  proper  way  to  decide  whether  the  passage  of  the 
undiminished  skull  per  vias  naturales  is  possible  or  not,  and,  if 
unsuccessful,  gives  an  absolute  indication  for  perforation,  sym- 
physeotomy, or  Csesarean  section.  Narcosis  is  indispensable, 
and  the  finger  tips  or  the  closed  fist  should  be  laid  on  that  half 
of  the  skull  which  can  be  felt  above  the  pelvis ;  if  the  head  slips 
into  the  smaller  pelvis,  delivery  should  be  at  once  completed 
with  the  forceps.  There  is  a  certain  risk  of  rupture  of  the 
uterus  or  of  the  symphysis,  and  of  fracture  of  the  child's  skull, 
but  Cramer  holds  the  danger  of  rupture  of  the  uterus  to  be 
slight,  as  the  method  can  hardly  increase  the  tension  of  the 
lower  uterine  segment,  on  the  contrary  relieves  it. 

Sudden  Delivery. 

WiLLHAUER,  Eisenach  (Miinchener  med.  Wchns, ^  May  21, 
1 901),  reports  the  following  case  as  of  special  forensic 
importance. 

A  1 1. -para,  nine  months  gravid,  had  severe  capillary 
bronchitis  after  tonsillar  diphtheria ;  when  he  saw  her  for  the 
second  time  she  was  seated  on  a  night-stool,  and  said  that 
she  had  taken  a  large  dose  of  chest  medicine  (Brust-pulver) 
which  had  just  had  great  effect,  and  moreover  that  she  felt  as 
if  she  was  in  labour.  When  she  was  got  into  bed  he  made  a 
vaginal  examination,  and  was  surprised  to  find  an  umbilical 
cord  torn  off  about  6  cm.  from  the  placenta,  which  was  arrested 
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in  the  introitus  vaginae.  On  inspecting  the  night-stool  he  found 
a  well- developed  female  child  head  downwards  in  the  pan,  which 
was  half  full  of  water ;  the  child  was  of  course  drowned. 
The  woman  was  quite  unaware  of  her  delivery  and  had  only 
had  the  sensation  of  having  had  a  copious  evacuation.  The 
parents,  most  respectable  people,  had  been  most  anxious  for 
another  child,  as  the  former  one,  about  four  years  old,  was  very 
delicate  ;  and  the  mother's  distress  could  only  be  relieved  by  the 
assurance  that  the  child  must  have  been  dead  before  birth  or 
could  not  have  been  bom  so  suddenly.  Childbed  was  perfectly 
normal. 

Lacerations  of  the  Cervix  in  Labour. 

LuDwiG,  Vienna  {Wiener  kltn,  Wchns.^  1901,  No.  19),  after 
reviewing  in  detail  the  cognate  published  cases,  discusses  the 
mechanical  factors  which  may  lead  to  abnormal  stretching  of 
the  vaginal  vault  during  labour.  He  points  out,  however,  that 
the  causes  of  laceration  may  lie  in  local  anomalies,  and  that  such 
lacerations  happen  much  oftener  in  women  who  have  previously 
borne  children  than  in  those  who  have  not.  Injuries  of  the 
bladder  and  of  the  peritoneum  are  among  the  most  serious 
complications  of  these  lacerations ;  further,  prolapse  of  intestine 
or  omentum,  and  escape  of  the  placenta  and  fcetus  through  the 
wound  into  the  abdominal  cavity.  In  regard  to  prophylaxis,  it 
is  most  important  for  any  woman  with  a  pendulous  abdomen  to 
take  to  her  bed  directly  labour  pains  come  on,  and  that  her 
pendulous  abdomen  should  be  elevated ;  and  that  any  operation 
to  which  it  may  be  necessary  to  submit  her  should  be  performed 
under  narcosis.  When  laceration  has  occurred  the  chief  points 
are  to  arrest  haemorrhage  and  prevent  sepsis.  In  some  cases, 
as  in  those  described  by  the  author,  extirpation  of  the  uterus 
may  be  necessary. 

CiESAREAN  Section  as  an  Operation  of  Choice. 

Veit,  Leyden  {Hegar's  Beitrdge,  Bd.  iv.,  Heft.  2),  enunciates 
the  principle  that  Caesarean  section  when  selected  as  an  operation 
of  choice  should,  like  prophylactic  version,  have  no  mortality. 
The  decision  upon  the  relative  indications  between  it  and  other 
operations  depends  upon  the  conscientious  examination  of  the 
obstetrician  only ;  the  mother  has  merely  to  acquiesce.  Veit 
has  done  four  sections  under  Schleich's  anaesthesia  (solution 
No.  2),  which  he  considers  has  advantages  over  chloroform 
narcosis.  In  the  interest  of  antisepsis  he  altogether  abstains 
from  eventration  of  the  uterus.  He  adheres  to  the  longitudinal 
incision,  and  to  escape  atony  of  the  uterus,  postpones  operation 
till  the  pains  have  begun.  To  guard  against  infection,  he 
admits  the  patient  into  his  clinic  three  weeks  before  the  term 
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of  pregnancy,  and  makes  no  further  exploration,  not  even  at  the 
commencement  of  labour,  but  operates  as  soon  as  regular  con- 
tractions can  be  recognised  externally ;  the  decision  to  undertake 
Caesarean  section  has  therefore  to  be  made  during  the  pregnancy. 
The  question  of  symphyseotomy  vetsus  Caesarean  section  is  not 
yet  finally  decided,  and  in  many  an  instance  must  depend  upon 
external  circumstances.  The  same  is  true  of  the  perforation  of 
the  living  child,  which  is  frequently  merely  the  result  of  neglect 
on  the  part  of  the  laity. 


tion  to  the  Tuscan  Society  for  Obstetrics  and  Gynaecology  on 
June  6,  discussed  the  indications  which  twenty-five  years'  expe- 
rience has  given  us  for  Porro's  operation  when  the  removal  of 
the  uterus  is  supplementary  to  a  Caesarean  section.  In  this 
sense  hysterectomy  on  account  of  rupture  of  the  uterus  is  not 
a  Porro*s  operation;  on  the  other  hand,  every  abdominal 
hysterectomy  is  to  be  recognised  as  a  Porro  if  it  be  done  to 
complete  a  Caesarean  section,  whether  it  be  done  in  the  old  way 
with  extraperitoneal,  or  in  the  new  and  improved  way  with 
retroperitoneal,  treatment  of  the  stump,  and  whether  the 
hysterectomy  be  total  or  partial. 

He  divided  the  indications  into  five  groups : — 

(1)  Morbid  conditions  of  the  uterus  or  its  contents. 

(2)  Extreme  narrowness  of  the  soft  parts  of  the  genital 
canal. 

S3)  Osteomalacia. 
4)  Obligation  to  sterilise  the  patient. 
(5)  Circumstances  subjective  to  the  operator. 
Among  the  first  are  included  (a)  sepsis  of  the  uterus  or  of 
its  contents  (Pestalozza  once  operated  for  putridity  of  the 
waters) ;  (b)  atony  of  the  womb  after  Caesarean  section  (Pesta- 
lozza once  operated  for  this  reason,  but  thinks  that  by  the 
transverse  fundal  incision  and  the  omission  of  any  preventive 
haemostasis,  hysterectomy  may  be  avoided);  {c)  haemorrhage 
on  account  of  premature  separation  of  the  placenta  (less  often  in 
case  of  detachment  of  the  placenta  from  its  normal  site  and, 
exceptionally,  in  placenta  prsevia,  in  which,  as  a  rule,  conserva- 
tive treatment  is  better) ;  {d)  uterine  fibroma  (Pestalozza  has 
twice  in  such  finished  a  Caesarean  section  by  panhysterectomy) ; 
{e)  uterine  carcinoma  (if  inoperable  the  uterus  may  be  removed 
to  avoid  such  dangers  as  might  arise  from  puerperal  sepsis ;  if 
operable  Pestalozza,  who  has  so  treated  one  case,  holds  this 
method  to  be  the  best  and  least  distressing);  (/)  ovarian 
tumours,  but  only  if,  in  performing  Caesarean  section  and  remov- 
ing the  tumour,  the  uterus  has  been  seriously  injured  (and  this 
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more  particularly  when  the  ovarian  tumours  are  bilateral) ;  {g) 
simultaneous  intra-  and  extra-uterine  pregnancy,  as  in  a  case  of 
Franklin's. 

^2)  To  the  second  group  belong  cases  of  contraction  of  the 
vagma :  (a)  congenital  stenoses ;  (6)  acquired,  and  especially 
cicatricial,  stenoses.  In  a  case  of  this  kind  Pestalozza  had  occa- 
sion to  operate  on  the  jubilee  day  of  Porro's  operation.  May  21 » 
1901.  The  patient  had  from  her  first  and  very  difficult  labour 
contracted  a  complicated  vesico-vaginal  fistula,  with  destruction 
of  the  urethra,  which  had  been  cured  by  operation.  Two  months 
later  she  conceived,  and  although  the  contraction  of  the  pelvis 
was  not  such  as  to  make  delivery  ptv  vias  naturales  impossible. 
Cesarean  section  was,  nevertheless,  necessary  to  avoid  inter- 
ference with  the  success  of  the  operation  for  fistula,  and,  since 
the  external  cicatricial  contraction  of  the  vagina  was  an  obstruc- 
tion to  the  discharge  of  the  lochia,  the  uterus  was  removed. 
In  this  operation  Pestalozza  adopted  the  common  method  of 
sub-total  extirpation,  that  is,  he  ligatured  the  arteries,  separated 
and  divided  the  cervix  at  the  level  of  its  insertion  into  the 
vagina.  He  considers  this  to  be  the  best  way  of  doing  a  Porro 
except  in  cases  of  sepsis  uteri,  fibroma,  or  carcinoma. 

(3)  In  pronounced  osteomalacia,  if  the  child  cannot  be  born 
per  vias  naturales,  the  Porro  operation  is  the  only  thing  to  be 
done,  for  castration  has  by  no  means  such  a  good  effect  as  is  to 
be  expected  from  hysterectomy. 

(4)  As  regards  sterilising,  the  operator  will  not  let  himself  be 
in  any  way  influenced  by  the  wish  of  the  mother.  It  is,  how- 
ever, only  when  after  a  Csesarean  section  the  uterus  is  found  to 
be  in  an  abnormal  condition  (adhesions,  fistulas,  &c.)  that  a 
Porro  should  be  done  for  this  purpose,  otherwise  there  are  less 
drastic  ways  of  sterilising  a  woman. 

(5)  As  conservative  Caesarean  section  is  now  a  simpler 
operation  than  that  of  Porro,  there  is  no  excuse  for  preferring 
the  latter  on  the  ground  of  its  easier  technic ;  there  must  be 
special  circumstances  to  justify  such  preference. 

The  Seat  of  the  Placenta  in  the  Gravid  Human  Uterus: 
The  Origin  and  Evolution  of  the  Syncytium.  By 
Winkler,  Archiv  f.  Gyndkologie,  B.  Ixii.,  S.  366. 

The  origin  and  evolution  of  the  histological  structures  sur- 
rounding the  blood  lacunae  of  the  placenta  have  been  much 
contested.  Briefly  speaking,  the  anatomy  of  that  region  is  as 
follows:  on  the  foetal  side  the  blood  spaces  are  lined  with  a 
layer  of  nucleated  protoplasm  without  any  appearance  of 
segmentation  into  distinct  cells,  and  which,  for  that  reason,  is 
called  syncytium;  outside  this  is  the  zone  of  Langhans'  cells, 
which  is  itself  covered  by  connective  tissue  stroma  of  the 
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chorionic  fringe;  on  the  maternal  side  the  blood  spaces  are 
likewise  lined  with  syncytium,  beyond  which  we  find  the  decidua 
with  its  countless  round  and  polyhedral  cells  and  then  the 
uterine  muscular  tissue. 

In  the  superficial  layers  of  the  muscular  tissue^  and  also  in 
the  decidua,  Winkler  has  found  large  protoplasmic  plates  with 
many  nuclei,  true  giant  cells,  with  all  the  staining  reactions  of 
syncytium,  of  which  he  considers  them  to  be  the  formative 
elements,  and  the  more  so  as  they  become  more  plentiful  the 
nearer  they  are  to  the  syncytium  ;  these  plates  he  calls  accord- 
ingly "syncytoblasts."  These  cells  are  endowed  with  migratory 
and  amoeboid  properties  by  means  of  which  they  gradually  find 
their  way  to  the  surface  of  the  decidua  in  the  interior  of  the 
blood  spaces,  which  they  gradually  cover  both  on  the  maternal 
and  foetal  sides.  In  order  to  do  this  they  may  be  seen  stretching 
out  and  elongating  and  thrusting  out  processes,  their  nuclei  in 
the  meantime  undergoing  multiplication.  The  physiological 
significance  of  syncytium  would  accordingly  be  the  same  as  that 
of  intravascular  endothelium. 

Up  to  the  middle  of  pregnancy  both  syncytium  and  the  cells 
of  Langhans  display  signs  of  great  activity,  but  from  the  fifth 
month  one  may  observe  in  the  decidua  lines  of  tissue  in  process 
of  degeneration  which  are  known  under  the  name  of  Nitabuch*s 
fibrinous  tracts.  Winkler  thinks  there  is  no  deposit  of  fibrin  but 
rather  hyaline  degeneration  of  the  stroma  and  of  the  elements  of 
the  decidua.  At  this  time  too,  the  syncytium  and  the  cells  of 
I^anghans  degenerate,  break  up,  and  gradually  disappear,  and 
to  such  an  extent  that  towards  the  end  of  pregnancy  the  decidual 
cells  are  the  only  elements  which  have  preserved  all  their 
vitality. 

Bacteriological  and  Clinical  Condition  in  Feverish 
AND  Normal  Childbed. 

VoGEL,  Wurzburg  (Zeitsch.  /.  G^b.  u.  Gyn,,  Bd.  xiv.,  Heft  3), 
after  detailing  the  precautions  with  which  he  obtained  samples  of 
secretions  from  the  cavum  by  means  of  a  special  intrauterine 
speculum,  concludes  as  the  result  of  his  investigations  that: 
The  process  of  obtaining  such  samples  is,  with  proper  precau- 
tions, harmless  to  the  woman ;  germs  are  to  be  found  in  the 
uterus  of  a  vast  majority  of  feverish  puerpera,  and  when  found 
the  fever  is  generally  associated  with  some  clinical  abnormality 
in  the  genital  tract.  In  such  cases  there  is  generally  congestion, 
which  is  easily,  but  not  always,  caused  by  some  lateral  version 
of  the  uterus  to  the  right  or  left.  When  there  is  congestion  care 
must  be  taken  to  ensure  a  free  discharge  by  inducing  contraction 
of  the  uterus,  and  the  washing  out  of  the  cavity  by  means  of 
Weinhold's  catheter  should  not  be  unduly  delayed,  and  may 
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perhaps  be  followed  by  an  injection  of  20  per  cent,  carbolic 
alcohol.  Laceration  of  the  cervix  favours  the  ascent  of  bacteria 
into  the  uterus,  and  therewith  the  fever.  Small  wounds  of  the 
genitals  encourage  the  development  of  germs  and  greatly  in- 
crease the  danger ;  a  thorough  preliminary  cleansing  is  therefore 
imperative.  In  the  early  days  of  childbed  in  normal  parturients 
the  uterus  is  free  from  germs,  but  such— even  the  streptococcus 
— ^may  be  there  without  causing  any  symptoms.  Later  in  child- 
bed germs  are  more  commonly  found  in  the  secretion  in  normal 
cases  and  are  much  oftener  unaccompanied  by  symptoms. 
Streptococci  are  comparatively  seldom  present  in  women  with- 
out fever. 

Wadsworth  (Amer.  Jour,  Obst,  April,  1901)  writes:  Uncon- 
taminated  specimens  of  the  secretions  from  the  uterus  or  any 
portion  of  the  vagina  may  be  easily  obtained  in  a  convenient 
form  for  examination.  The  technique  is  as  follows:  A  thin, 
small  bore,  glass  tube,  flared  slightly  at  the  ends,  is  drawn  out 
to  a  constriction  at  a  point  one-fourth  of  its  length ;  this  allows 
a  steel  rod,  a  few  centimetres  longer  than  the  tube,  to  run  readily 
in  the  lumen.  A  swab  of  absorbent  cotton  is  twisted  on  one  end 
of  the  rod  and  protected  by  the  glass  tube,  which  is  plugged 
with  cotton  at  both  ends  ;  the  tube  is  then  sterilised  in  a  pipette 
case,  and  after  removing  the  cotton  plug  from  the  swab  end,  is 
ready  for  use.  Its  introduction  is  quite  simple ;  at  any  desired 
depth  the  secretion  may  be  collected  by  thrusting  forward  the 
swab,  which  is  immediately  drawn  back  into  the  tube ;  the 
apparatus  is  then  removed,  the  exposed  end  passed  through 
the  flame,  replugged  and  taken  to  the  laboratory.  When  the 
secretion  is  thin  and  profuse,  care  is  necessary  in  the  withdrawal 
of  the  tube,  to  avoid  any  of  it  flowing  into  the  lumen  of  the  tube. 
Owing  to  the  nature  of  the  comparatively  few  organisms  more 
commonly  present  in  puerperal  infections,  a  sufficiently  accurate 
diagnosis  may  be  quickly  and  readily  made.  The  acid  vaginal 
secretion  during  pregnancy  almost  always  contains  living, 
though  for  the  most  part  harmless,  micro-organisms.  Recog- 
nised pathogenic  species  are  seldom  and,  as  a  rule,  but  tempo- 
rarily present.  Pathological  reactions  are  rarely  excited  by  these 
organisms,  which  only  become  harmful  on  entrance  to  the  uterus, 
or  through  injury  to  the  vaginal  mucosa.  Though  certain  gross 
and  microscopical  appearances  of  the  vaginal  secretion  indicate 
pathological  conditions,  they  only  suggest,  with  a  variable  degree 
of  probability,  the  presence  or  absence  of  pathogenic  organisms. 
This  can  only  be  accurately  determined  by  bacterial  examination. 
Exceptionally,  pathogenic  bacteria  may  remain  alive  and  main- 
tain their  virulence  in  the  vaginal  secretion  during  pregnancy 
and  through  labour.  Since  in  the  lochia  the  conditions  for  the 
growth  and  maintenance  of  virulence  of  the  pathogenic  organisms 
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are  more  favourable,  and  the  puerperal  uterus  is  more  exposed 
and  vulnerable,  those  cases  in  which  the  natural  resources  of 
the  vagina  have  failed  and  the  bacteria  persist  require  energetic 
antisepsis. 

The  ordinary  flushing  by  a  douche  does  not  insure  a  sterile 
vagina.  This  can  only  be  accomplished  by  the  same  methods, 
with  obvious  modifications,  which  are  used  for  the  skin  and 
hands.  The  natural  protective  resources  of  the  vagina  are 
impaired  by  the  simple  vaginal  douche,  and  the  pathogenic 
bacteria  are  better  able  to  establish  themselves  and  may  even 
be  imported  into  the  vagina  by  careless  manipulation.  Routine 
vaginal  douching  before  and  after  labour  is  irrational  and 
ineffective. 

The  alkaline  secretion  of  the  uterus,  including  the  cervix, 
under  normal  conditions,  is  free  from  bacteria.  The  pregnant 
and  puerperal  uterus  is  usually  so  also,  but  after  the  first  few 
days  of  the  puerperium  organisms  are  more  often  present  in  the 
uterus.  Bacteria  from  other  parts  of  the  body  occasionally 
invade  the  uterus. 

The  pathological  reactions  excited  by  bacterial  growth  in 
the  cavity  and  tissues  of  the  puerperal  uterus,  as  well  as  the 
remote  manifestations  in  other  parts  of  the  body,  are  the  result 
of  either  toxaemia  or  infection.  All  toxaemias  of  the  puerperium 
are  not  bacterial;  changes  in  the  exudates,  blood  clots,  &c., 
occurring  independently  of  the  growth  of  micro-organisms,  may 
give  rise  to  products  which,  on  absorption,  induce  an  intoxi- 
cation. The  Streptococcus  pyogenes  is  the  most  frequent  and 
virulent  of  the  pathogenic  bacteria  associated  with  puerperal 
infection.  The  staphylococcus,  B.  coli  co.,  gonococcus  and  B. 
aerogenes  capsulatus,  are  also  important.  The  morbid  processes 
and  lesions  induced  in  the  uterus  by  bacteria  may  be  modified, 
and  even  determined,  by  the  degree  of  contraction  of  the  uterus, 
which  may  favour  or  retard  invasion,  and  by  the  conditton  of  its 
tissues,  which  may,  or  may  not,  be  suitable  for  the  growth  of  the 
micro-organisms ;  these  processes  and  lesions,  however,  depend 
greatly  upon  the  nature  and  virulence  of  the  bacterial  species. 
The  different  forms  can  only  be  distinguished  in  the  early  stages 
by  bacterial  examination. 

The  uterine  douche,  like  the  vaginal,  is  inefficient,  and  its 
indiscriminate  use  may  do  serious  harm.  In  toxaemias  not  due 
to  pathogenic  organisms,  the  efifects  of  uterine  douching  are 
immediate,  and  attended  by  little  danger.  In  the  intoxications 
and  infections  excited  by  pathogenic  organisms  the  processes 
may  be  aggravated  or  disseminated  by  the  douching.  The 
danger  of  this  is  greatest  in  the  first  days  of  the  puerperium, 
when  the  exposed  tissues  and  sinuses  offer  the  least  resistance. 
If  the  presence  of  the  pathogenic  bacteria  is  established  then,  as 
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the  clinical  manifestations  develop,  indications  for  radical  opera- 
tion may  be  more  accurately  determined  early  in  the  disease. 
The  indications  and  contra-indications  for  curetting  are  the  same 
as  those  for  uterine  douching. 

The  use  of  antistreptococcus  serum  in  puerperal  infections, 
where  organisms  other  than  the  streptococcus  are  often  present, 
is  irrational. 

The  routine  management  of  cases  should  be  freed,  as  far  as 
possible,  from  all  procedures  which  interfere  with  the  natural 
resources  of  the  body,  and  in  the  few  exceptional  cases  requiring 
interference  should  be  determined  and  directed  by  the  bacterial 
examination. 

J-  F-  J- 

Puerperal  Fever  from  Latent  Microbic  Endometritis  in 
Pregnancy  and  its  Prophylaxis.  By  Albert.  Arckiv. 
fiir  Gyndkologie,  Bd.  Ixiii.,  Heft.  3,  1901. 

The  bacteriological  investigation  of  all  cases  of  puerperal 
fever  has  been  the  rule  at  Dresden  for  some  years,  and  already, 
in  1898,  the  author  found  gonococci  in  the  lochia  of  one-fourth 
of  such  cases.  Their  detection  is  not  easy  and  required  in  many 
cases  repeated  examination,  ten  times  over  or  oftener. 

In  addition  to  gonococci,  certain  pus-forming  and  other 
microbes  may  exist  on  the  endometrium  of  pregnant  women, 
cause  no  symptoms  at  all  before  labour,  or  but  very  slight  and 
subjective  ones,  and  nevertheless  lead  to  puerperal  fever  and 
the  death  of  the  mother  after  childbirth.  Albert  considers  the 
following  facts  established  by  his  own  experience  :  Every  vagina 
contains  germs,  but  if  any  others  than  Doederlein*s  bacillus  be 
found  in  **  normal "  secretion  the  vagina  furnishing  it  must  be 
considered  diseased;  the  cervix  and  uterus  are  liable  to  in- 
fection by  vaginal  germs  at  any  age,  but  more  so  after  menstrua- 
tion is  established,  and  such  infection  of  the  vagina,  cervix  and 
uterus  is  apt,  after  running  a  short,  slight,  acute  course,  to 
become  chronic  and  latent.  A  latent  microbic  endometritis  of 
this  kind  does  not  prevent  conception,  and  to  such  an  infection 
existing  before  conception  we  may  attribute  most  cases  of 
abortion  and  premature  labour,  especially  septic  abortion  as 
well  as  the  so-called  post-abortion  endometritis,  many  of  the 
common  disorders  of  pregnancy  and  many  diseases  of  childbed, 
perhaps  also  many  pathological  changes  in  the  placenta,  such 
as  infarct  formation,  abnormally  firm  adhesion,  &c.,  and  perhaps 
also  nephritis,  hyperemesis,  and  even  eclampsia. 

If  all  this  be  so,  the  indication  for  prophylaxis  is  clear,  and 
by  keeping  the  vagina  in  all  cases  free  from  infective  germs,  we 
shall  succeed  in  improving  the  statistics  of  puerperal  disease. 

Antisepsis  and  asepsis  in  labour  and  childbed  have  given  us 
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brilliant  results,  but,  as  Leopold  has  pointed  out,  the  prevention 
of  puerperal  fever  has  not  been  so  successful  as  might  have  been 
expected,  and  this  is  now  explained,  the  attempts  to  check  or 
diminish  it  were  made  too  late. 

Albert  suggests  the  following  prophylactic  measures:  (i)  every 
woman  should  wear  closed  combinations  or  drawers,  otherwise 
germs  of  the  street  or  floor  must  reach  the  genitals,  especially 
owing  to  the  present  fashion  of  long  dresses.  Any  existing 
infection  of  vagina,  cervix  or  uterus  must  be  most  carefully 
treated ;  (2)  during  pregnancy  any  discharge  must  meet  with 
extra  care,  perhaps  by  rest  in  bed  till  all  trouble  disappears; 
(3)  during  labour  the  antiseptic  and  aseptic  precautions  should 
be  observed  as  strictly  if  possible  as  in  a  hospital ;  (4)  during 
childbed  the  system  will  be  fortified  against  infectious  disease 
by  good  nourishment  and  complete  rest  in  bed  for  at  least  seven 
days ;  the  body  should  repose  at  an  angle  of  from  20°  to  45°  to 
prevent  any  accumulation  in  the  vaginal  fornix.  All  the 
maternal  functions  can  be  carried  out  in  this  position  and  retro- 
flexion of  the  uterus  is  less  likely  to  recur  than  in  the  horizontal 
one. 

F.  E. 

BuDiN,  at  the  Academie  de  M6dicine,  July  9, 1901,  said  that  if 
fever  in  a  woman  recently  confined  was  accompanied  with  clots 
in  the  uterus,  whether  foetid  or  otherwise,  it  was  sufficient  to 
remove  the  clots  and  wash  out  the  cavity  of  the  womb,  but  if 
there  was  any  alteration  of  the  uterine  mucosa,  above  all  at 
the  site  of  the  placenta,  one  ought  at  once  to  proceed  under 
anaesthesia  to  clear  out  the  uterus  with  the  finger  and  then 
mop  out  the  cavity.  If  intervention  be  not  too  long  postponed 
the  woman,  as  a  rule,  gets  well  rapidly,  but  if  the  infection  has 
existed  for  some  time,  germs  or  toxins  will  have  found  their  way 
into  the  system,  and  recovery  will  be  delayed.  On  the  other 
hand,  in  case  of  childbirth  or  abortion  several  days  after  rupture 
of  the  membranes,  should  the  liquor  amnii  be  fcetid  the  uterus 
should  at  once  be  cleared  with  the  finger  and  afterwards  mopped 
out. 

In  Tarnier's  Clinic,  between  November  i,  1900,  and  June  30, 
1901,  thirty-three  women  already  infected  were  admitted;  in 
four  simply  washing  out  the  cavity  of  the  womb  after  digital 
examination  arrested  the  mischief ;  in  the  other  twenty-nine 
the  uterus  was  mopped  out  after  being  cleared  with  the  finger, 
and  only  one  died.  Infection  occurred  after  admission  in  fifty 
cases,  but  all  recovered  ;  1,137  women  lay-in  or  aborted  without 
a  single  death  from  sepsis. 
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Professor  Luigi  Mangiagalli,  Director  of  the  Obstetric 
and  Gynaecological  Clinic  at  the  University  of  Pavia,  has  been 
nominated  a  member  of  the  Supreme  Council  of  Public  Instruc- 
tion for  the  Faculty  of  Medicine. 

Dr.  Francis  Neugebauer,  Director  of  the  Gynaecological 
Clinic  of  the  Evangelical  Hospital  at  Warsaw,  was  appointed, 
on  May  28  last,  a  Foreign  Corresponding  Member  of  the 
Academy  of  Medicine  of  Paris. 

Dr.  H.  Ehrenfest,  formerly  Assistant  in  Professor 
Schauta's  Clinic  in  Vienna,  has  been  appointed  Consulting 
Gynaecologist  to  the  City  Hospital,  St.  Louis,  Missouri. 

Dr.  Reuben  Peterson  succeeds  Dr.  J.  N.  Martin  as 
Professor  of  Obstetrics  and  Gynaecology  in  the  Ann  Arbour 
University  of  Michigan. 

At  Bordeaux  Dr.  Anderodias  has  been  nominated  professeur 
agrSgi  in  Obstetrics ;  so  also  Dr.  Fabre  at  Lyons,  Dr.  Demelin 
and  Dr.  Potocki  at  Paris. 

At  Grenoble  Dr.  Termier  has  been  made,  for  the  usual 
nine  years.  Deputy- Professor  of  Pathology,  Clinical  Surgery 
and  Obstetrics ;  Dr.  Lardenois  has  received  a  similar  appoint- 
ment at  Rheims. 

Munich. — The  Direction  of  the  Gynaecological  Policlinic 
of  the  University  in  Reisingerianum  has  been  intrusted  to 
privat'docent  Dr.  Adolf  Klein. 

The  new  gynaecological  pavilions  of  the  Broca  Hospital, 
recently  opened,  comprise  a  dispensary,  four  large  wards  con- 
taining 44  beds  and  several  smaller  ones  containing  18 ;  eight 
of  the  smaller  wards  have  one  bed  only.  Rooms  are  provided 
adjoining  the  wards  for  changing  dressings,  and  adjoining  the 
operating  theatre,  for  the  instruments,  for  sterilising,  for  giving 
anaesthetics,  and  for  special  aseptic  operation^.    The  theatre 
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has  a  balcony  for  visitors  as  well  as  seats  for  students.  The 
installation  is  in  every  way  up  to  date.  Professor  Pozzi  is  the 
Surgeon -in-chief. 

*'  Streptosis,"  "  staphylosis,"  **  spirillosis,"  "  plasmodiosis," 
and  bacillosis  '*  are  among  a  number  of  new  terms  suggested 
by  Petruschky  for  the  improvement  of  our  aetiological  nomen- 
clature, and  the  encouragement  of  a  more  exact  bacteriological 
diagnosis. 

An  almost  unique  case  of  duplication  of  the  appendix,  large 
intestine,  rectum,  uterus,  and  vagina,  met  with  in  a  child  of  lo 
years  old,  a  patient  in  the  Surgical  Clinic  at  Jena,  is  related  by 
Grohe.    {Deutsche  Zeits.f,  Chirurgie,  Bd.  Ivii.,  Heft  3.) 

**  Practical  Midwifery  in  Primitive  Culture,"  a  most  inter- 
esting paper  contributed  by  Mr.  F.  C.  Shrubsall  to  the  St, 
Bartholomew's  Hospital  Journal,  is  abstracted  in  the  British 
Medical  Journal^  May  18,  1901,  p.  1217. 

An  interesting  case  of  gonorrhoea!  myositis,  in  which  the 
gonococcus  was  found  in  the  muscular  tissue,  is  reported  by 
Ware,  who  believes  that  the  condition  is  often  overlooked  or 
its  aetiology  misunderstood.    {Amer.  Joum,  Med.  Sci.y  July,  1901.) 

A  PRIMITIVE  pessary  in  the  form  of  a  hard  uneven  spherical 
body,  was  removed  from  the  vagina  of  a  woman  of  55,  by 
Jampolski.  It  was  made  of  longitudinal  strips  of  young  birch 
bark,  wound  up  and  woven  into  the  shape  of  a  ball,  and  had 
been  inserted  ten  years  previously,  to  remedy  a  prolapse, 
(Shurnal  akusherativa,  1901,  No.  9.) 

The  entire  number  of  the  Bulletin  Midical^  No.  85,  1900,  is 
taken  up  with  the  description  of  the  Chapot-Prevost  case  of 
thoraco  -  xiphopagus.  The  separation  of  this  double  female 
monster,  at  the  age  of  seven  years,  was  so  far  successful  that  one 
individual  survived.  There  are  photographs  and  radiographs  of 
the  children,  showing  their  attachment,  involving  not  merely 
ribs  and  breastbones,  but  a  large  portion  of  the  liver.  The 
surviving  child  was  shown  at  the  Academy  of  Medicine  in 
Paris. 

Upon  May  21,  twenty-five  years  after  the  first  **  amputazione 
utero-ovarica  come  complimento  di  taglio  cesareo,'*  the  pupils 
and  friends  of  Professor  Porro,  by  whose  name  the  operation  is 
universally  known,  took  the  opportunity  of  its  Jubilee  to  present 
him  with  a  gold  medal  in  recognition  of  the  benefits  his  method 
had  conferred  on  suffering  womankind.  In  1876  Caesarean  section 
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was  still  looked  upon  as  a  most  hazardous  proceeding,  and  the 
woman  who,  to  save  her  child,  would  submit  to  it  was  a  lieroine. 
At  the  Vienna  clinics  no  operation  of  the  kind  had  been 
performed  since  the  time  of  Baer;  and  at  Prague,  then  a  re- 
nowned school  of  obstetrics,  every  case  since  1844  had  been 
fatal  to  the  mother.  Porro  could  not  at  all  foresee  that  all 
adverse  criticism— and  feeling  ran  so  high  that  criminal  proceed- 
ings were  threatened — would  soon  be  set  aside  by  his  brilliant 
successes,  that  his  operation  would  successfully  relieve  osteo- 
malacia, and  lead  to  such  improvement  in  the  conservative 
methods  as  to  make  classical  Caesarean  section  itself  hardly 
dangerous  to  the  life  of  the  mother. 

The  invitations  to  this  festival  in  his  honour  met  with 
cordial  and  unanimous  approval,  a  satisfactory  proof  of  the 
general  recognition  of  the  great  service  Porro  rendered  by 
devising  his  method. 

The  French  National  Periodical  Congress  of  Gynaecology, 
Obstetrics,  and  Paediatrics  will  assemble  for  their  third  meeting 
at  Nantes  on  September  23-30,  under  the  general  presidency  of 
Dr.  Sevestre,  of  Paris,  who  will  also  preside  over  the  Section  of 
Paediatrics.  Dr.  Segond,  of  Paris,  will  be  President  of  the 
Section  of  Gynaecology,  and  Professor  Queirel,  of  Marseilles,  of 
that  of  Obstetrics.  The  questions  to  be  considered  in  the  Section 
of  Gynaecology  are :  (i)  Congenital  anteflexion  of  the  uterus  as 
a  cause  of  sterility,  and  its  treatment ;  (2)  causes  favouring 
ectopic  gestation  ;  (3)  dystocia  due  to  fibroids.  In  the  Section 
of  Obstetrics  the  programme  is :  (i)  Rupture  of  the  uterus  ;  (2) 
inversion  of  the  uterus ;  (3)  the  fate  of  prematurely  -  born 
children ;  (4)  the  uncontrollable  vomiting  of  pregnancy  \  (5) 
radiographic  measurement  of  the  pelvis.  In  the  Section  of 
Paediatrics  the  following  questions  will  be  discussed :  (i)  Ar- 
thritism  in  children  ;  (2)  meningitic  manifestations  in  the  course 
of  digestive  infections  in  childhood  ;  (3)  intermittent  albuminuria 
in  the  child  ;  (4)  the  defence  of  childhood  (pueri-culture,  suckling, 
weaning) ;  (5)  conservative  methods  in  the  treatment  of  local 
tuberculosis ;  (6)  scoliosis,  its  treatment  by  kinesitherapy  (move- 
ment cure). 
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Contributions  on  Genital  Atresia.  By  Nagel,  Veit, 
Saenger,  H.  Stratz,  G.  Gross,  Pincus,  collected  by  R. 
LabusquiI:re.    Ann.  Gyn,  Obst.,  August,  1901. 

Nagel,  in  1896,  advanced  the  idea  and  laid  down  as  a  rule 
in  cases  of  well- developed  single  uterus,  that  every  atresia  or 
complete  occlusion  of  the  vagina  was  acquired  and  not  con- 
genital. In  his  opinion  haematosalpinx  would  constitute  a  proof 
that  an  accompanying  atresia  was  not  congenital,  both  the 
haematosalpinx  and  the  atresia  being  merely  successive  effects 
of  one  and  the  same  inflammatory  infectious  process,  and  he 
believed  atresia  to  be  much  more  frequently  acquired  than 
congenital. 

Veit  also  looks  upon  haematosalpinx  as  merely  a  late  effect 
of  the  infectious  process  which  originally  produced  the  genital 
atresia;  the  blood,  imprisoned  above  the  atresia,  finding  its 
way  up  the  uterine  canal  into  the  Fallopian  tube,  the  abdominal 
opening  of  which  becomes  occluded  by  a  microbic  inflammatory 
process,  such  as  takes  place  in  other  forms  of  salpingitis. 

Saengbr,  on  the  other  hand,  does  not  consider  infection  as  an 
indispensable  factor  in  producing  occlusion  of  the  tube  or  even 
peritoneal  adhesions,  and  quotes  a  case  of  congenital  atresia 
of  the  vagina  in  a  girl  16  years  of  age,  necessitating  a  cceliotomy 
for  hsematometra  and  haematosalpinx,  in  whom  the  ovaries 
presented  marked  old  and  recent  adhesions,  together  with  other 
indications  of  inflammatory  processes  which,  although  in  th 
instance  they  did  not  produce  occlusion  of  the  tubes,  were  as 
capable  of  producing  it  as  the  adhesions  of  the  ovaries,  and  he 
concludes  that  the  blood  expressed  into  the  peritoneal  cavity  is 
sufficient  in  itself  to  produce  pelvi-peritonitis,  peri-oophoritis, 
adhesive  peri-salpingitis,  and  finally  occlusion  of  the  abdominal 
OS  of  the  tube  and  haematosalpinx. 

Stratz,  in  a  recent  work,  also  contests  the  opinion  that 
haematosalpinx  and  occlusion  of  the  abdominal  os  of  the  Fallo- 
pian tube  are  necessarily  the  result  of  a  microbic  inflammatory 
atresia.  He  cites  two  cases  in  support  of  his  contention,  in 
one  of  which  the  uterus  and  vagina  were  double,  with  congenital 
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atresia  of  the  vagina  belonging  to  the  system  affected  with 
haematosalpinx  ;  in  the  other,  a  normal  uterus  with  normal  right 
appendages,  but  with  an  haematosalpinx  and  ovarian  adhesions 
on  the  lett  side.  The  improbability  of  infection  from  below  was 
corroborated  also  in  both  cases  by  the  absence  of  any  history 
of  such  an  infection  having  taken  place. 

Gross,  discussing  the  cause  of  the  blood  collecting  in  the 
Fallopian  tube,  concludes  that  it  may  be  due  to  a  reflux  from 
the  uterus  each  time  the  uterine  end  of  the  ^ube  is  permeable, 
but  that  when  the  uterine  os  is  occluded,  the  haematosalpinx 
may  be  attributed  to  haemorrhage  within  the  tube. 

PiNCus  accepts  without  restriction  the  Nagel-Veit  theory 
that  the  greatest  number  of  atresiae  are  acquired  or,  in  other 
words,  due  to  some  infective  process.  In  a  somewhat  mild 
case  of  typhus  fever  under  his  own  observation,  a  strong 
young  girl  of  17  was  seized,  in  the  third  week,  with  severe  pain 
in  the  abdomen  on  the  right  side,  just  above  the  symphysis 
pubis ;  after  palpation,  without  any  examination  of  the  genital 
organs,  this  pain  was  attributed  to  a  menstrual  molimen,  such 
as  she  had  felt  before  her  present  illness.  The  patient  died  the 
same  evening,  and  her  case  was  then  diagnosed  as  congenital 
retro-hymeneal  atresia,  haematometra,  probably  haematosalpinx, 
and  spontaneous  rupture  of  the  tumour."  The  history  of  the 
case  as  given  by  her  mother  was  as  follows :  she  had  had  scarlet 
fever  four  years  previously,  followed  by  anaemia  and  the  appear- 
ance of  a  leucorrhoeal  discharge,  accompanied  with  clots.  In 
view  of  this  history,  Pincus  felt  justified  in  altering  his  former 
diagnosis  into  that  of  **  atresia  produced  by  scarlatina,  with 
subsequent  haemorrhage."  He  relates  another  case  of  retro- 
hymeneal  vaginal  atresia  due  to  an  ulcerative  process  also 
developed  during  an  attack  of  scarlet  fever,  which  he  cured  by 
incising  the  hymen  and  separating  the  adherent  vaginal  walls. 
He  also  mentions  the  cases  of  four  sisters  of  from  4  to  10  years 
affected  with  hymeneal  atresia,  and  a  brother  with  phimosis,  due 
most  probably  to  gonorrhoeal  infection  at  birth,  or  possibly  to 
the  use  of  a  common  bath  sponge.  Finally  he  formulates  the 
following  conclusions : — 

(1)  The  thesis  of  Nagel  and  Veit,  notwithstanding  certain 
theoretical  objections,  is  correct  from  a  practical  point  of 
view,  and  experience  shows  that  the  majority  of  well-marked 
gynatresiae  are  acquired  and  should  be  looked  upon  as  avoidable. 

(2)  A  systematic  examination  should  be  made  of  all  new- 
born children  to  detect  malformation,  gonorrhueal  or  other 
infection,  &c.,  and  in  order  to  provide  timely  and  suitable 
treatment. 

(3)  Whenever  the  mothers  are  known  to  be  affected  with 
gonorrhoea,  prophylactic  and  antiseptic  treatment  should  be 
provided  for  the  children  immediately  after  birth. 
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(4)  Haemorrhage  from  the  genitals  of  new-born  girls  should 
not  be  accepted  as  precocious  menstruation,  which  is  very  rare, 
but  rather  as  probably  due  to  gonorrhoeal  infection,  which  may 
sometimes  appear  in  a  very  mild  form. 

(5)  Even  in  girls  about  the  age  of  puberty  a  discharge  of 
blood  should  not  be  looked  upon  as  necessarily  an  appearance 
of  the  menstrual  flow.  Should  the  discharge  not  reappear,  or 
should  some  vicarious  haemorrhage  or  leucorrhoea,  or  prolonged 
amenorrhcea  supervene,  an  examination  should  be  made. 

Pincus  distinguishes  between  transitory  hamatosalpinx  due  to 
displacements,  disturbance  of  the  circulation  or  some  peritonitic 
adhesion,  and  a  persistent  form  of  hamatosalpinx  in  which  peri- 
tonitic adhesions  predominate,  and  which  he  considers  to  be  due 
to  bacterial  infection.  In  the  former  condition  he  endeavours 
to  evacuate  the  contents  of  the  tumour  per  vaginam,  in  the  latter 
by  coeHotomy. 

P.  Z.  H. 

Polypi  of  the  Meatus  Urinarius  in  Women. 

Leroy  (Th.  de  Paris,  No.  82,  1 900-1)  on  the  basis  of  seven 
cases  of  these  polypi,  none  before  published,  says  :  These  polypi 
of  the  urinary  meatus  may  be  as  large  as  a  pea  or  hazel-nut,  and 
have  a  pedicle  of  varying  size ;  they  are  situated  on  the  lower 
part  of  the  urethra,  2  or  3  millimetres  from  the  orifice,  and,  as 
a  rule,  all  or  nearly  all  the  elements  of  the  mucosa  share  in 
their  formation,  and  it  is  not  unusual  for  more  than  one  to  do  so. 
They  are  most  frequently  found  in  women  between  20  and  30 
years  of  age,  but  are  met  with  in  older  women,  and  even  in 
young  girls.  They  give  rise  to  hypogastric  pain,  dysuria  and 
retention,  and  to  sanguineous  discharge.  They  must  not  be 
confounded  with  prolapse  of  the  urethral  mucosa,  though  often 
the  cause  of  such  and  present  with  it.  They  are  Hkely  to  lead 
to  complications,  cystitis,  &c.,  and  should  therefore  be  removed, 
independent  of  the  trouble  they  themselves  give  rise  to.  The 
best  method  of  getting  rid  of  them  is  the  resection  of  the  end 
of  the  urethra,  as  proposed  by  Dr.  Delageni^re  of  Tours.  This 
not  only  prevents  recurrence,  but  allows  the  simultaneous 
radical  treatment  of  the  polypi  and  any  associated  urethrocele 
or  prolapsus. 

On  Opening  and  Draining  the  Bladder  in  Women.  By 
Howard  Kelly  (Amer,  Jour,  Obst.y  July,  1901.) 

The  bladder  is  emptied  and  the  patient  put  in  the  knee- 
breast  position.  A  catheter  is  introduced  allowing  the  air  to 
rush  in  and  distend  the  bladder.  The  anterior  vaginal  wall  is 
thus  stretched  and  can  be  exposed  by  lifting  up  the  posterior 
wall.    A  small  sharp-pointed  knife,  attached  at  almost  a  right 
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angle  to  a  handle,  is  now  plunged  through  the  vesico-vaginal 
septum  in  the  median  line  at  a  point  about  centimetres  in 
front  of  the  cervix.  The  bladder  is  thus  opened  and  by  drawing 
the  knife  down  towards  the  urethra  the  incision  is  made  any 
desired  length.  The  bladder  mucous  membrane  is  stitched  to 
the  vaginal  mucous  membrane  to  prevent  too  rapid  healing  of 
the  wound.  This  operation  may  be  done  without  any  anaesthetic 
at  all,  or  under  the  local  influence  of  cocaine. 

J.  F.  J- 

Reflex  Catamenial  Pseudo-appendicitis. 
Compt,  Rend.y  January,  1901.  Paris. 

M.  J.  Cuche  de  Saacy  has  observed  three  cases  of  exposure 
to  cold  during  the  menstrual  period  resulting  in  acute  abdominal 
pain  below  the  umbilicus,  nausea  and  vomiting,  and  arrest  of  the 
menstrual  flow.  The  uterus  was  enlarged,  hard,  congested,  but 
not  very  painful,  indeed  there  was  hardly  any  pain  in  the  uterus 
or  appendages,  but  in  the  caecal  region  and  in  MacBurney's  point 
the  pain  was  intense,  extending  along  the  colon  with  all  the 
appearance  of  appendicitis.  The  temperature  was  about  38-5**  C. 
twenty-four  hours  after  the  onset  of  the  symptoms.  Anodynes 
internally  and  externally,  abstention  from  food  and  purgatives 
after  the  pain  had  been  relieved  caused  all  symptoms  to  dis- 
appear within  seventy-two  hours.  In  two  of  the  three  cases 
the  menstrual  flow  did  not  return  until  the  next  month,  in  the 
other  it  reappeared  immediately  after  the  purgation. 

P.  Z.  H. 

On  Curetting  the  Uterine  Mucosa  of  Patients  attending 
THE  Out-Patient  Department. 

BooKOEMSKAvo  {Vratch,  1901,  No.  39)  says  that  in  the  year 
1 901,  5,593  patients  attended  his  out-patient  room,  and  curetting 
was  performed  154  times,  in  2*75  per  cent,  of  the  number.  In 
116  cases  it  was  for  fungous  endometritis  and  endometritis 
following  upon  abortion  ;  in  35  for  recent  abortion  ;  and  in  3  for 
diagnostic  purposes.  The  endometritis  was  completely  cured 
in  116  cases;  in  14  cases  some  metrorrhagia  remained  which 
was  cured  by  the  injection  of  a  solution  of  iodine  (Grammatiki 
solution).  The  presence  of  salpingo-odphoritis  when  the  tubes 
were  not  thicker  than  a  finger  and  ovaries  not  larger  than  a 
pigeon's  egg,  was  not  accepted  as  a  contraindication  against 
curetting.  In  2  cases  after  curetting  for  abortion  the  haemor- 
rhage recurred,  but  a  second  curetting  put  everything  right. 

The  abortions  were  operated  upon  immediately,  but  the 
cases  of  endometritis  were  prepared  for  the  next  day,  a  piece  of 
iodoform  gauze  being  introduced  for  twenty-four  hours.  In 
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half  the  cases  Hegar's  dilators  up  to  sizes  9  and  ro  were  intro- 
duced to  enable  the  curette  to  be  used  ;  every  possible  antiseptic 
precaution  was  taken.  The  iodoform  gauze  was  not  passed 
into  the  uterus  except  in  inflammatory  cases  for  purposes  of 
drainage.  The  patients,  after  curetting,  were  kept  on  a  couch  for 
three  to  four  hours  and  a  bladder  of  ice  placed  upon  the  abdomen  ; 
they  were  driven  home  and  went  to  bed  for  four  days,  when  they 
returned  to  the  clinic.  The  results  were  so  good  that  the  author 
has  continued  his  practice  and  has  done  several  dozens  already 
this  year. 

F.  E. 

Retro-Deviations  and  their  Treatment. 

Fehling,  Strasburg  [Deutsche  Klinic,  Bd.  ix.,  S.  57)  in  dis- 
cussing the  treatment  of  backward  displacements  of  the  womb, 
declares  that  they  should  as  a  rule  be  treated  immediately,  but 
not  before,  they  exhibit  symptoms.  As  a  prophylactic  measure, 
therefore,  every  woman  after  childbed,  at  term  or  premature, 
should  be  examined  before  she  is  released  from  medical  super- 
vision. For  movable  retroflexion  pessary  treatment  is  usually 
sufficient.  The  Alexander- Adams  is  the  best  way  of  dealing 
with  the  exceptional  cases  that  require  operation,  but  is  never- 
theless unsuccessful  in  from  10  to  15  per  cent.  The  backward 
displacements  in  which  reposition  is  prevented  by  firm  adhesions 
of  the  uterus  or  of  the  adnexa  to  the  posterior  wall  of  the  pelvis, 
in  which  attempts  to  reduce  the  uterus  under  anasthesia,  mas- 
sage, overloading  (Belastungs-therapie)  &c.,  which  are  altogether 
forbidden  in  purulent  or  gonorrhoeic  processes  in  the  adnexa,  are 
of  no  avail.  In  such  cases  the  choice  lies  between  ventro- 
fixation (preferably  the  Leopold- Czerny)  and  vesicofixation. 
To  avoid  mistakes  in  neurotic  cases,  great  care  is  necessary  in 
determining  the  indications  for  operation. 

Surgical  Treatment  of  Retroversion  of  the  Uterus. 

Martin,  of  Chicago  {Phil.  Med,  Jour.y  June  15,  1901),  con- 
siders that  the  troubles  arising  from  suture  material  have  been 
the  cause  of  the  numerous  modifications  of  the  Alexander  opera- 
tion. He  describes  an  operation  for  this  condition  which  he 
claims  is  superior  to  all  others  because  it  ensures  a  uniform 
shortening  and  firm  fixation  of  the  ligaments  without  ligatures, 
and  hence  without  the  formation  of  fistulous  tracts.  It  seldom 
causes  pain  at  the  traction.  He  has  performed  61  cases  up  to 
September  29,  1900,  with  7  cases  of  pregnancy,  6  of  which 
passed  through  a  normal  labour,  and  i  aborted  without 
apparent  cause.  He  describes  the  operation  of  ventral  suspen- 
sion as  first  practised  by  Olshausen  and  then  by  Kelly.    If  the 
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suspension  is  accompanied  by  an  absorbable  suture  the  operation 
will  often  fail.  Fowler*s  suggestion  of  suspending  the  uterus 
from  the  urachus  was  a  distinct  advance.  Martin  prefers  to  use 
a  strip  of  peritoneal  tissue  which  is  not  so  firm  as  the  urachus, 
also,  the  urachus  may  be  absent  or  in  some  cases  it  remains 
pervious  from  the  bladder- end.  He  has  done  173  operations  by 
his  method  of  suspension  by  this  peritoneal  strip.  No  perma- 
nent buried  sutures  are  required.  The  abdomen  is  opened  in 
the  Trendelenburg  position,  the  uterus  is  freed  and  also  the 
posterior  surface  of  the  broad  ligament.  The  uterus  is  then 
brought  forward  and  a  strip  of  peritoneum  is  dissected  free  from 
the  abdominal  wall  one-half  inch  wide  and  three  inches  in 
length.  A  needle  is  passed  through  the  uterus  at  the  fundus 
from  behind  forward.  The  strip  of  peritoneum  is  grasped  and 
drawn  through  and  the  free  end  sutured  by  small  catgut  sutures 
to  the  peritoneal  surface  of  the  abdominal  wound  above  the 
uterus.  The  uterus  is  also  temporarily  held  forward  by  small 
catgut  sutures.  In  173  cases  there  have  been  9  failures,  includ- 
ing 6  deaths. 

GoFFE,  of  New  York,  remarks  that  a  misconception  of  the 
dynamics  of  the  female  pelvis  is  the  cause  of  much  of  the 
wrong  treatment  of  retro-displacement.  The  symphysis  pubis 
is  on  a  lower  level  than  the  tip  of  the  coccyx  in  the  normal 
condition.  The  uterus  lies  on  its  anterior  face  and  is  held  in 
place  by  its  hgaments.  The  perinaeum  is  not  a  support.  The 
most  important  ligamentous  supports  are  the  utero-sacral  liga- 
ments plus  the  utero-vesical  ligaments.  The  ideal  operation  for 
the  restoration  of  the  uterus  to  its  normal  position  is  by  means 
of  the  utero-sacral  ligaments.  If  these  cannot  be  used  the 
round  ligaments  are  next  best,  and  then  ventral  suspension. 
He  is  opposed  to  the  operation  which  involves  opening  of  the 
abdominal  wall  for  the  cure  of  retroversion.  He  denounces 
Alexander's  operation  in  toto, 

Gordon,  of  Maine,  protests  against  this  so-called  conserva- 
tive surgery.  After  removal  of  the  appendages  the  uterus  is  a 
gestation  bag  without  subsequent  use.  He  would  therefore 
remove  the  uterus  in  these  cases. 

GoLDSPOHN,  of  Chicago,  claims  that  the  round  ligaments 
are  the  only  structures  that  can  be  rationally  used  for  the  cure  of 
this  condition,  because  they  are  part  of  the  uterus.  The  uterus 
has  arms,"  and  these  arms  should  be  used.  The  round  liga- 
ments are  wedge-shaped,  longer  near  the  uterus  than  at  the 
abdominal  wail.  When  the  round  ligaments  are  folded  upon 
themselves  the  thick  part  is  used  and  the  weak  part  left.  Alex- 
ander's operation  is  better  because  it  does  away  with  the  weak 
position  of  the  ligament. 

Kelly,  of  Baltimore,  insists  that  the  ventral  suspension  is 
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more  rational  than  the  operation  of  shortening  the  round  liga- 
ments. These  ligaments,  in  the  normal  condition,  are  always 
flaccid  structures,  with  a  kink  in  them.  He  has  performed  214 
ventral  suspensions.  Forty-three  of  the  patients  became  preg- 
nant without  trouble  following.  In  most  cases  the  uterus 
remained  in  good  position. 

A  Case  of  Rupture  of  the  Uterus,  and  one  of  CiCSARBAN 
Section,  in  Labours  after  Ventral  Fixation. 

Dickinson  [A  met.  Jour,  Obsi.,  July,  1901)  reports  the  above: 
In  the  first,  ventral  fixation  had  been  done  in  February,  1899, 
by  another  gynaecologist,  and  at  term  version  was  performed  on 
account  of  a  tumour  obstructing  delivery.  After  three  weeks  of 
sepsis  the  patient  was  seen  by  Dickinson,  in  a  sinking  condition, 
with  peritonitic  exudate  surrounding  a  rent  four  inches  wide 
running  from  the  external  os  to  the  right  cornu  of  the  uterus 
and  splitting  the  broad  ligament  into  the  peritoneal  cavity.  The 
uterus  extended  half  way  to  the  umbilicus,  its  fundus  was  fixed 
to  a  scar  above  the  pubes,  and  its  posterior  wall  was  thin  and 
relaxed.  The  anterior  wall  was  two  inches  thick  and  ran  from 
the  top  of  the  scar  half  way  back  across  the  pelvis  and  almost 
transversely.    The  patient  died. 

In  the  second  case  the  ventrofixation  had  been  done  four 
years  before  the  pregnancy.  On  examining  the  abdomen  the 
right  ovary  and  tube  could  be  felt  high  up,  to  the  right  and  in 
front.  The  left  ovary  and  round  ligament,  however,  instead  of 
being  at  the  same  level,  lay  along  Poupart's  ligament.  The 
external  os  was  jammed  against  the  middle  of  the  first  sacral 
vertebra.  On  pulling  down  the  anterior  lip  and  examining  the 
cervix,  the  finger,  passing  four  inches  into  the  cervix,  failed  to 
reach  the  internal  os.  The  uterine  wall,  facing  downward  into 
the  pelvis,  was  one  and  a  half  inches  thick.  As  the  pains  were 
ineffectual  and  it  was  impossible  to  dilate  the  cervix,  Ca^sarean 
section  was  performed.  There  were  twins.  Owing  to  the 
abnormal  stretching  of  the  uterus,  to  the  fundus  running 
obliquely  from  the  upper  right  angle  to  the  lower  left  and  to  the 
twins  lying  in  •*  a  bay  window  made  entirely  out  of  the  right 
lateral  and  posterior  wall  of  the  uterus,"  the  incision  was  really 
in  the  posterior  uterine  wall.  The  patient  died  in  twelve  hours 
of  late  shock. 

In  conclusion  Dickinson  says,  **  I  have  seen,  even  in  neurotic 
and  hypersesthetic  patients,  such  comfortable  pregnancies  and 
labours  following  Alexander  operation,  that  I  look  with  favour  on 
shortening  the  round  ligaments  in  young  women  with  otherwise 
intractable,  uncomplicated,  non-adherent  retroflexions,  nor  do  I 
hesitate  to  resect  ovaries  and  tubes  through  the  inguinal  ring.'* 

J.  F.J. 
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Total  Extirpation  of  the  Uterus  and  Vagina  for  Prolapse. 

Miranda  {Archivio  di  Ost,  e  Gin.,  July,  1901)  describes  August 
Martin's  method  of  extirpating  the  uterus  and  vagina  for  prolapse 
with  one  case  of  his  own  : — C.  D.,  aged  63,  widow,  fairly 
developed  and  of  rather  spare  habit,  had  suffered  from  no  disease 
as  a  child,  but  had  been  obliged  to  work  very  hard  upon  in- 
sufficient food.  She  menstruated  first  at  14,  with  a  very  free 
flow  and  some  pain  in  hypogastric  region.  At  24  she  married, 
was  badly  used  and  suffered  from  ulcers  and  blenorrhagia ;  she 
had  had  three  children,  all  born  at  term,  and  her  lying-in  had 
been  normal  on  each  occasion.  Ten  years  alter  the  last  delivery, 
which  took  place  when  she  was  30,  she  noticed  a  reducible 
tumour  in  her  genitals.  It  increased  in  size  and  caused  her 
much  trouble  in  walking  and  standing,  and  very  great  difficulty 
in  passing  water,  so  as  to  interfere  greatly  with  her  life  of  hard 
work.  The  uterus  and  ovaries  were  atrophied,  the  prolapsed 
parts  were  ulcerated  to  such  an  extent  that  Miranda  considered 
extirpation  to  be  the  only  suitable  treatment,  and  he  did  it  in  the 
following  manner : — A  circular  incision  was  made  round  the 
vaginal  orifice,  passing  just  behind  the  urethral  orifice  and  along 
the  insertion  of  the  hymen  to  the  posterior  commissure  of  the 
vulva,  and  from  this  incision  anterior  and  posterior  vertical 
incisions  were  made  up  to  the  insertion  of  the  uterus  into  the 
vagina.  The  anterior  incision  had  to  deviate  a  little  on  account 
of  the  ulcerations.  These  flaps  were  dissected  off  until  they 
were  hanging  merely  by  the  uterine  cervix.  He  found  that  >vith 
care  and  avoiding  the  use  of  cutting  instruments  as  far  as  possible, 
this  could  be  done  without  much  difficulty  or  loss  of  blood. 
Posterior  cceliotomy  was  then  done  and  the  skin  incision  sutured 
to  the  peritoneal  flap.  The  uterus  was  extracted  posteriorly  and 
the  bladder  worked  off  it  from  above.  The  uterus  was  removed 
by  ligature  and  the  rest  of  the  peritoneal  flaps  united  by  suture 
to  the  skin. 

The  vagina  was  occluded  transversely  up  to  the  urinary  meatus 
and  the  perineal  floor  reconstituted  by  three  layers  of  sutures 
from  side  to  side;  the  bladder  had  not  been  injured,  and  the 
case  did  very  well  without  any  bad  symptoms. 

This  operation  is  more  radical,  and  when  done  aseptically 
is  quite  as  safe  as  excision  of  the  vagina  only.  It  removes  the 
uterus  and  tubes  and  thus  does  away  with  the  possibility  of 
future  trouble  in  these  cavities,  but  it  ought  not  to  be  done 
except  in  severe  cases,  and  where  the  patient  has  lost  the  sexual 
instinct  and  the  capacity  for  coitus  may  be  disregarded. 

F.  E. 

Lumbar  ANiESTHESiA. 

Trzebickv,  Cracow  {Wiener  klin.  Wchns,,  1901,  No  22),  has, 
in  138  cases,  induced  spinal  anaesthesia  by  means  of  injecting 
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cocaine  chloride,  or,  in  a  very  few  instances,  eucain,  into  the 
canal,  and  in  103  cases  with  complete  success.  The  anaesthesia 
generally  reached  as  high  as  the  navel  and  sometimes  a  little 
above  the  level  of  the  nipples.  The  failure  of  the  desired  effect 
often  depends  entirely  upon  individual  peculiarities,  and  the 
surgeon  cannot  be  sure  of  his  ground  beforehand.  The  symp- 
toms of  intoxication  were  repeatedly  fearfully  severe  :  vomiting, 
convulsions,  loss  of  consciousness  for  several  hours,  paralysis, 
&c. ;  moreover,  in  many  cases,  vaso-motor  disturbances.  In  its 
present  form,  the  method  can  in  no  wise  take  the  place  of 
inhalation  narcosis,  and  should  only  be  attempted  in  well- 
organised  institutions  ;  not  at  all  in  private  practice.  It  may  be 
employed  in  operations  on  the  lower  extremities  or  pelvis,  and 
for  hernias,  but  not  for  all  kinds  of  laparotomy.  Extreme 
caution  is  indicated  by  weakness  of  the  heart's  action. 

The  conclusions  to  be  drawn  from  an  important  discussion 
on  the  Bier  method  of  surgical  analgesia  by  intrarachidian  in- 
jections of  cocaine,  in  which  MM.  Snyers,  Lebrun,  Hendrix, 
Depage,  Gallet,  Dandois,  Verhoogen,  Vince,  Lorthioir,  &c., 
took  part  (Ann,  Soc.  Beige  Chir,,  Mars,  1901,  et  seq,)  may  be 
summarised  as  follows  ;  — 

(1)  Cocaine  in  doses  of  1*5  to  2*0  centigrammes  (0*23  to  0*31 
of  a  grain)  made  into  a  i  per  cent,  solution,  and  injected  slowly 
into  the  lumbar  region  of  the  spinal  canal  after  a  small  quantity 
of  spinal  fluid  has  been  allowed  to  escape,  acts  locally  upon  the 
lumbar  portion  of  the  cord,  producing  an  anaesthesia  of  the 
inferior  portion  of  the  body  extending  a  little  above  the 
umbilicus,  without  affecting  the  superior  nervous  centres,  com- 
mencing from  five  to  twenty  minutes  after  the  injection,  and 
lasting  about  an  hour. 

(2)  Shortly  after  the  injection  the  pulse  becomes  small  and 
accelerated  for  a  very  short  time ;  the  normal  condition  is 
re-established  in  about  eight  or  ten  minutes. 

(3)  In  about  20  per  cent,  of  the  cases,  symptoms  of  nausea 
and  vomiting  may  be  observed,  and  sometimes  a  sensation  of 
malaise  and  profuse  perspiration,  but  these  are  very  transient 
symptoms  and  of  little  importance,  unless  the  injection  has  been 
too  concentrated,  or  made  too  rapidly,  or  the  dose  has  been  too 
large. 

(4)  As  the  pulse  increases  in  frequency  in  about  40  per  cent, 
of  the  cases,  there  is  a  sudden  rise  of  temperature,  sometimes 
even  to  40°  C.  (104°  F.)  This  is  occasionally  accompanied  by 
violent  shivering.  But  these  symptoms  are  not  of  prolonged 
duration  and  hardly  ever  persist  beyond  eight  hours. 

(5)  Headache  is  one  of  the  most  constant  and  persistent  con- 
sequences of  these  injections,  and  the  one  most  complained  of 
by  the  patients.  In  the  majority  of  cases  it  is  slight,  but  in 
some  it  has  lasted  three  or  four  days  after  the  operation. 
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(6)  Morphine  and  opiates  diminish  the  intensity  as  well  as 
the  duration  of  the  anaesthesia,  and  they  likewise  constitute 
the  best  means  of  combating  the  painful  symptoms  which 
follow  cocainisation.  Phenacetine  is  also  useful  to  allay  the 
headache.  An  important  observation  made  by  Tuffier  showed 
that  after  injecting  an  overdose  dogs'  lives  could  be  saved  by 
maintaining  artificial  respiration  until  the  effect  of  the  cocaine 
had  been  dissipated ;  and  he  inferred  that  a  patient's  life  after  an 
overdose  could  in  the  same  way  be  saved  by  prolonged  artificial 
respiration.    Injections  of  caffeine  are  useful  in  syncope. 

(7)  Anaemic  and  debilitated  cases  are  good  subjects  for  medul- 
lary cocainisation;  affections  of  the  heart,  large  blood-vessels 
and  lungs,  obesity,  or  alcoholism  are  no  contra-indications  to 
its  use,  as  they  often  are  to  that  of  chloroform  and  ether 
anaesthesia. 

(8)  Syncope,  or  a  tendency  to  it,  has  sometimes  occurred  in 
patients  who  have  not  kept  the  horizontal  position  for  some 
time  after  the  operation. 

(9)  There  are  certain  disadvantages  in  this  method  compared 
with  ether  and  chloroform  anaesthesia.  The  muscles  remain 
uncontrolled,  the  patient  retains  consciousness,  and  being  able 
to  observe  what  is  going  on  the  ordeal  of  the  operation  is  thus 
made  more  serious  in  nervous  and  impressionable  subjects,  and 
the  discussion  of  any  question  relating  to  the  operation  must  be 
avoided,  owing  to  the  moral  depression  and  worry  it  might 
cause  to  the  patient. 

M.  Snyers  reported  a  case  of  excision  of  the  breast  and 
curettage  of  the  axillary  space  under  the  lumbar  anaesthesia. 
The  excision  was  performed  without  pain  to  the  patient,  but 
the  dissection  of  the  axillary  space  was  painful.  Replying  to 
various  remarks  on  this  case,  M.  Snyers  said  he  reported  it  as  a 
fact  he  had  observed,  but  could  not  satisfactorily  explain,  except 
by  pointing  out  that  the  anaesthetic  effect  was  not  uniform  even 
below  the  umbilicus,  certain  zones  being  but  slightly  affected, 
and  consequently  certain  isolated  zones  might  be  affected  above 
the  umbilicus.  He  reiterated  his  observation  that  the  mammary 
gland  was  quite  insensible,  but  the  axillary  region  was  not. 

M.  Lebrun  had  seen  one  case  only  in  which  the  anaesthesia 
had  extended  so  high  up;  he  was  inclined  to  attribute  that 
effect  to  the  injection  having  been  pushed  too  forcibly  and  to 
no  spinal  fluid  having  been  allowed  to  escape.  In  this  case 
alarming  symptoms  occurred,  but  entirely  disappeared  within 
twenty-four  hours.  His  experience  of  a  morphine  injection  after 
the  operation  went  to  show  that  the  morphine  dissipated  all  the 
disagreeable  symptoms  caused  by  the  injection,  except  the 
headache,  which  often  persisted. 

M.  Dandois  related  a  case  of  external  urethrotomy,  per- 
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formed  under  intrarachidian  cocainisation,  which  progressed 
very  favourably  until  the  eighth  day.  Symptoms  of  paraplegia 
then  set  in,  followed  by  insomnia,  and  delirium  of  a  violent 
nature  increasing  in  ^verity  for  a  month,  at  times  simulating 
mania,  at  others  dementia,  without  any  increase  of  temperature 
whatever.  The  symptoms,  however,  gradually  disappeared  in 
the  course  of  another  month,  and  the  patient  recovered.  M. 
Dandois  did  not  hesitate  to  attribute  these  accidents  to  the 
cocainisation. 

P.  Z.  H. 

Conservative  GYNiCcoLOGY  and  Post-Operative  SfiQUELit. 

Oastler  {Afner.  your.  Ohst.^  August,  1901)  reviews  200  cases 
of  complete  hysterectomy  and  double  salpingo- oophorectomy, 
and  150  cases  of  more  conservative  operations,  extending  over  a 
period  of  eight  years. 

In  the  complete  hysterectomy  cases,  the  nearer  the  age  of  the 
patient  to  the  normal  climacteric  the  less  the  discomfort  of  the 
artificial  menopause.  Tlie  route  selected,  whether  abdominal  or 
vaginal,  seemed  to  make  no  difference  in  the  post -operative 
sequelae.  Suppurative  disease  was  followed  by  much  severer 
sequelae  than  new  growths.  The  original  symptoms  of  the 
disease  were,  in  nearly  every  case,  relieved,  but  a  sense  of 
general  physical  weakness,  which  failed  to  disappear  with  time, 
was  complained  of  in  nearly  all  cases.  There  was  an  average 
increase  in  weight  of  25  lbs.  Hot  flushes  were  universal  and 
lasted  from  periods  of  four  months  to  eight  years,  30  per  cent, 
lasting  over  four  years.  Headache,  malaise,  and  palpitations  of 
the  heart  were  common.  Seventy-five  per  cent,  of  the  patients 
complained  of  constantly  increasing  nervousness.  Pseudo- 
menstrual  symptoms  occurred  at  the  regular  monthly  periods. 
In  the  majority  of  cases  the  sexual  desire  was  gradually 
diminished,  in  a  few  it  was  increased  and  in  15  per  cent,  it 
remained  unchanged.  Post-operative  vaginitis,  with  smarting 
and  burning,  was  common. 

When  the  ovaries  were  removed  and  not  the  uterus,  the 
post-operative  results  were  more  unsatisfactory  than  when  the 
complete  operation  was  performed.  Several  patients  had  subse- 
quently to  be  curetted  and  some  to  submit  to  hysterectomy. 

In  cases  of  conservative  surgery  of  the  ovaries  and  tubes  it 
was  found  that  the  original  symptoms  were  removed  in  the  vast 
majority  of  cases,  secondary  operation  being  rarely  required. 
The  artificial  menopause  did  not  occur ;  menstruation  continued, 
though  sometimes  diminished  in  amount.  Pregnancy  resulted 
in  one  case  in  five.  The  marriage  relations  were  not  interfered 
with. 
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The  chief  conclusion  drawn  is  that  the  symptoms  of  the 
artificial  menopause  occur  with  more  regularity  and  greater 
severity  and  duration  than  is  generally  supposed,  and  that  it  is 
therefore  important  to  avoid  the  artificial  menopause  even  at 
the  risk  of  a  second  operation. 

J.  F.J. 

Peritoneal  Adhesions. 

Katoonski  {Vraich^  1901,  No.  29)  points  out  that  Gersuny 
was  the  first  to  consider  peritoneal  adhesions  otherwise  than  as 
secondary  to  the  organs  with  which  they  were  connected,  or  the 
inflammatory  processes  to  which  they  were  due,  or  of  which 
they  constituted  a  stage.  From  study  of  Gersuny's  writings,  as 
well  as  those  of  Martin,  Schauta,  Hegar  and  Kaltenbach,  and 
Winter,  he  believes  that  (i)  peritoneal  adhesions  generally,  as 
well  as  that  typical  form  first  described  by  Gersuny,  have  very 
great  significance  in  the  study  of  diseases  of  the  peritoneum  and 
abdominal  viscera,  including  the  internal  genitalia  of  women ; 
(2)  it  is  desirable  that  the  most  painstaking  clinical  research 
should  be  directed  to  the  investigation  of  special  peritoneal 
adhesions  in  order  to  elucidate  their  influence  and  results,  to 
systematise  their  clinical  syndromata,  to  formulate  objective 
signs  for  diagnosis,  and  determine  appropriate  treatment;  (3) 
the  grave  significance  of  these  adhesions  makes  it  imperative  to 
determine  their  absence  or  presence  in  every  case  of  abdominal 
section  ;  (4)  in  view  of  the  topographical  anatomical  peculiarities 
of  certain  peritoneal  adhesions  and  of  the  possibility  of  their 
escaping  detection  in  the  diagnosis  of  other  diseases  of  the  abdo- 
minal organs  or  tissues,  it  is  indispensable  when  there  is  any 
suspicion  of  their  existence,  to  choose  that  method  of  operation 
which  will  facilitate  their  removal  and  therewith  the  relief  of  the 
sufferings  of  which  they  are  the  cause,  otherwise  surgical  inter- 
vention may  give  no  real  relief,  and  therefore  (5)  the  ascertained 
or  suspected  existence  of  peritoneal  adhesion  may  be  considered 
a  contra-indication  to  vaginal  ccsliotomy. 

F.  E. 

Amputation  of  the  Portio  Vaginalis  and  its  Effects. 

Grafe  {Miinch.  med.  Wchns,,  1901,  No.  28),  discusses  the 
evil  effects  which  not  unfrequently  follow  the  amputation  of  the 
portio  vaginalis.  After  Schroeder's  operation  (excision  of  the 
cervical  mucosa),  as  well  as  after  the  excision  of  large  wedges,  it 
is  not  uncommon  for  the  portio  to  disappear  entirely,  or  at  all 
events  for  the  part  left  after  operation  to  contract  and  shorten 
to  a  very  considerable  extent.  This  condition  may  induce  a 
disposition  to  premature  labour,  and  on  the  other  hand  makes 
orthopaedic  treatment  of  an  established  or  commencing  retro- 
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flexion  impossible.  Moreover  a  stenosis  of  the  external  os 
frequently  supervenes  and  leads  to  sterility  and  dysmenorrhoea, 
or  to  protracted  labour  in  case  pregnancy  does  occur.  Nor  is 
it  unusual  for  the  stitches  to  lead  to  inflammation  of  the  liga- 
menta  sacro-uterina,  or  of  the  peritoneum,  and  the  chronic 
troubles  of  such  para-  or  perimetritis  are  a  warning  to  us  against 
undertaking  this  operation  without  grave  consideration.  Every 
eflbrt  must  be  made  to  relieve  erosion  and  hypertrophy  by 
approved  conservative  treatment  (scarification,  tampons  of 
glycerine  of  ichthyol,  caustics  and  the  relief  of  obstipation,  &c.), 
according  to  the  circumstances  of  the  case.  Even  in  case  of 
operation  for  prolapse  he  deprecates  amputation,  in  such  at- 
taching much  more  importance  to  the  fixation  of  the  uterus. 
Stringently  operation  is  not  directly  indicated,  save  in  the  rare 
cases  of  phalloid  enlargement  of  the  portio,  until  conservative 
treatment  has  failed.  And  then  the  wedges  excised  should, 
on  account  of  the  shrinking  to  be  expected,  not  be  too  large; 
the  new  formed  portio  should  still  be  larger  than  normal  size. 
Concurring  with  Fritsch,  he  condemns  the  unbridled  desire 
of  many  operators  to  excise  every  erosion  of  the  portio  on 
the  ground  that  such  may  become  the  seat  of  a  carcinoma. 
Naturally  erosions  which  do  not  soon  heal  under  suitable 
treatment  must  be  kept  under  close  observation. 

Peritonitis  from  Perforation  produced  by  Coition  three 
Months  after  total  Vaginal  Hysterectomy. 

B.  MoDLiNSKi  {Vratch^  igoo,  No.  35,  and  abstracted  in  La 
Gyn,y  April  15,  1901,  Paris),  relates  a  case  as  above  in  which 
the  perforation  occurred  during  coition  in  the  cicatrix  of  the 
vaginal  cul-de-sac  from  hysterectomy  performed  three  months 
previously,  the  most  prominent  symptoms  being  those  of  stran- 
gulation of  the  intestines  engaged  in  the  wound.  Under  imme- 
diate treatment  the  peritonitis  remained  localised  and  soon 
disappeared. 

P.  Z.  H. 

On  the  Origin  of  Myoma  Uteri. 

Santi  {Annali  di  Ohst,  e  Gin,,  April,  1901),  who  has  carefully 
studied  the  researches  of  previous  investigators,  and  has  himself 
made  many  microscopical  examinations  of  myomatous  uteri, 
gives  some  very  convincing  drawings  of  his  specimens.  He 
points  out  that  the  presence  of  many  tortuous  and  spiral  arteries 
about  a  myoma  is  not  now  supposed  to  have  the  important 
bearing  upon  the  development  of  the  tumour  which  Gottschalk 
was  inclined  to  give  it,  nor  is  Keifler's  observation  that  certain 
vessels  are  found  deprived  of  their  adventitia  of  very  much 
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importance,  but  that  Roesger*s  demonstration  of  the  different 
origin  of  the  muscular  fibres  of  the  uterus  and  the  vessel  walls 
is  of  great  value.  Myomata  are  found  chiefly  in  the  uterus, 
tubes,  ovaries,  vagina,  dartos,  intestine,  prostate,  &c.,  but  pre- 
eminently in  the  uterus.  What  particular  character  of  uterine 
muscle  causes  this  ?  Is  it  the  capacity  of  the  uterine  muscular 
fibres  to  increase  in  size  and  number  during  pregnancy  ? 

Cohnheim's  theory  of  aberrant  embryonic  tissues  is  not 
applicable  here  because  there  is  no  new  tissue  in  the  question, 
but  simply  an  alteration  of  character  of  the  tissue  present. 

Cordes  found  some  little  nodose  elevations  in  the  muscular 
lamellae  and  made  them  the  origin  of  myoma.  No  other 
observer  has  seen  these  nodules,  which  were  most  probably  due 
to  faulty  methods  of  staining,  &c. 

Kleinw&chter  and  Muller  found  that  the  capillaries  always 
terminated  in  a  muscular  fascet,  and  this  is  taken  as  proving 
the  origin  of  the  muscle  cells  from  the  vessel  walls,  but  Santi 
demurs  to  this  interpretation  and  considers  that  the  fascet  of 
muscle  fibres  is  simply  some  protoplasmic  prolongation  which 
precedes  the  true  formation  of  the  capillaries  and  finally  become 
muscular  fibre. 

To  Roesger's  view  that  the  arrangement  of  the  fibres  about 
the  vessels  is  a  proof  of  the  origin  of  the  myoma  from  the 
muscular  coats  of  the  vessel,  he  objects  that  it  is  a  proof  of 
exactly  the  contrary,  because  there  are  more  circular  than 
longitudinal  fibres  in  the  vessel  walls  and  therefore  the  myoma 
arranges  itself  against  the  prevailing  tendency  of  the  fibres  of 
the  vessel  wall. 

Tridondani  says  the  myoma  fibres  are  developed  from  the 
muscular  coat  of  the  arteries,  and  Gottschalk  thinks  that  the 
myoma  grows  from  a  large  and  tortuous  artery,  which  is  often 
found  cut  several  times  in  one  section,  but  Santi  points  out  the 
presence  of  tortuous  and  spiral  arteries  as  normal  in  the  uterus. 
Claisse,  finding  some  vessels  presented  swollen  and  deformed 
endothelial  cells  with  local  changes  in  the  vessel  wall  about 
this  spot,  contends  that  these  changes  are  the  early  phases  of 
myoma  formation  in  the  uterus. 

Santi  declares  that  he  has  found  no  fact,  no  reason,  to  con- 
vince him  that  myomata  arise  from  the  vascular  tunics,  or  that 
they  form  exclusively  within  the  latter ;  he  is  inclined  to  believe 
the  contrary,  that  myomata  arise  from  the  uterine  muscle  fibres 
owing  to  the  peculiar  characteristic  of  aberration  of  these 
muscular  fibres.  He  finds  groups  of  deeply  staining  muscle 
cells  in  the  uterine  wall  to  be  the  young  newly  formed  nuclei 
of  myomata.  These  groups  often  have  no  relation  to  vessels ; 
the  small  capillaries  and  vessels  otten  found  in  them  can  be 
recognised  as  new  formed  vessels.    The  lumina  of  such  vessels 
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are  always  irregular,  and  present  swollen  and  projecting  en- 
dothelial cells.  New  vessels  always  form  and  must  form  where- 
ever  there  is  a  new  growth  or  the  growth  could  not  grow.  He 
never  saw  any  tendency  to  obliteration  of  these  vessels  even 
when  the  growth  was  all  about  them. 

The  absence  of  elastic  fibres  scattered  amon^  the  tissue  of 
the  myoma  is  one  of  the  strongest  facts  against  the  origin  of 
myomata  from  the  vessel  walls  in  which  such  fibres  are  very 
abundant.  F.  £. 

HiEMORRHAGE  IN  FiBROMYOMATA  AND  UtERINE  PoLYPI. 

Alvernhe  {Jh.  de  Paris,  No.  96,  1900- 1)  suggests  that 
haemorrhage  may  depend  on  the  pathological  histology  of  the 
tumour,  (2)  on  the  disturbance  of  uterine  circulation  by  the 
presence  of  the  tumour,  and  finally  (3)  that  in  a  more  advanced 
condition  the  uterine  mucosa  undergoes  alteration,  is  affected 
by  secondary  endometritis,  and  so  becomes  the  seat  of  haemor- 
rhage, and  that  this  is  far  the  most  frequent  cause  of  such 
haemorrhage. 

Fibromyomata  may  soften  or  degenerate,  may  suffer  from 
partial  necrobiosis  of  their  muscular  or  connective  tissue, 
lacunae  may  form,  the  vessels  may  be  exposed  and  give  way, 
filling  the  cavity  with  blood ;  and  in  their  turn  the  sacs  may 
rupture  and  empty  their  contents  into  the  uterine  cavity. 
Virchow  and  A.  Martin  have  described  how  a  tumour,  develop- 
ing into  a  teleangiectatic  fibroma,  may  cause  notable  haemor- 
rhage, haemorrhage  connected  with  disturbed  circulation  in 
the  uterus.  Stasis  of  the  vascular  system  of  the  uterus  may 
be  induced  by  fibromyomata.  The  most  common  cause  is  the 
secondary  endometritis  (Wyder  and  Campt.) 

The  treatment  of  haemorrhage  is  given  as  follows  : 

(1)  Rapid  measures:  (i.)  Injection  of  very  hot  water ;  (ii.) 
vaginal  tampon  ;  (iii.)  Intrauterine  gelatine,  plugging. 

(2)  Drugs :  Ergot,  hydrastis  c,  cannabis  i.,  antipirin,  digi- 
talis, gossypium,  HgOg,  pencils  of  zinc  chloride,  antipyrin, 
salol,  injections  HgOg,  and  opotherapy. 

For  the  treatment  of  the  tumours  he  mentions:  ergotine, 
hydrastis,  cannabis  i.,  phosphorus,  arsenic,  opotherapy,  mas- 
sage, electricity,  hydrotherapy,  curettage,  dilatation,  resection  of 
neck  (bilateral),  ligature  of  uterine  arteries,  extirpation. 

Calcification  Of  Uterine  Fibromyomata. 

GuiBE  {Ann.  Gyn,  Obst.,  July,  1901)  points  out  the  frequency 
with  which  calcified  fibromata  are  found  at  autopsies  on  old 
women,  and  their  rarity  under  clinical  observations  in  patients 
under  40  years  of  age.    Subserous  and  interstitial  fibromata 
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far  more  commonly  (4  in  5)  undergo  calcification  than  sub- 
mucous and  polypous  growths,  probably  owing  to  the  latter 
being  more  efficiently  vascularised.  The  calculus  is  generally 
(80  to  95  per  cent.)  composed  of  the  tribasic  phosphate  of  lime, 
sometimes  (5  to  15  per  cent.)  of  the  carbonate,  and  rarely  of  the 
sulphate.  The  almost  constant  absence  of  the  ammonio-phos- 
phate  of  magnesia  forms  a  remarkable  and  characteristic  difference 
from  the  renal  or  vesical  calculus.  The  author  cites  three  cases 
by  Wedl,  MUller,  and  Feuchtwanger,  in  which  centres  of  true 
ossification  were  observed  along  with  calcification. 

The  symptoms  are  often  obscure,  and  differ  little  or  not  at 
all  from  those  of  an  ordinary  fibroma ;  but  in  the  majority  of 
cases  pain,  compression,  and  discharge  will  characterise  the 
condition.  The  pain  varies  in  intensity,  it  is  sometimes  slight, 
but  sometimes  agonising,  radiating  in  the  loins,  the  anus  and 
perinseum,  the  external  genitals,  and  the  inferior  extremities. 
The  symptoms  of  compression  may  vary  from  those  of  a  unila- 
teral sciatica  to  those  of  paraplegia ;  there  may  be  oedema  from 
venous  compression  and  interference  with  micturition  and  defae- 
cation  from  pressure  upon  the  bladder  and  rectum,  and  in  some 
cases  ulceration  causing  perforation  into  the  latter  cavities.  The 
discharge  observable  may  be  haemorrhagic,  mucous  or  purulent, 
and  may  contain  fragments  of  calcified  products,  the  latter  con- 
dition being  pathognomonic  of  calcification. 

Treatment. — Certain  cases,  especially  in  elderly  women,  and 
causing  little  trouble,  may  be  left  to  nature ;  but  in  cases  in  which 
complications  of  intestinal  obstruction  or  peritonitis  arise,  and 
where  symptoms  of  compression  are  on  the  increase,  hysterec- 
tomy should  be  performed  without  hesitation,  unless  after 
dilatation  of  the  uterine  canal,  a  submucous  calculus  should  be 
found  so  loose  as  to  be  removable  by  means  of  the  curette. 

P.  Z.  H. 

On  Preservation  of  the  Ovaries  and  Functionating 
Uterine  Tissue  in  Hysteromyomectomy. 

Beyea  {Amer,  Jour.  Obst.,  September,  1901),  with  the  view  of 
saving  healthy  ovaries,  or  parts  of  .such,  and  sufficient  of  the  body 
of  the  uterus  to  provide  a  mucous  membrane  which  can  perform 
the  functions  of  menstruation,  instead  of  amputating  the  uterus 
at  the  level  of  the  floor  of  the  pelvis,  practically  at  the  internal 
OS,  carries  his  incisions  through  the  body  of  the  uterus  as  far  up 
as  is  consistent  with  complete  removal  of  the  fibroid  or  fibroids. 
This  operation  is  of  course  only  applicable  in  those  myomata 
which  destroy  the  upper  three- fourths,  two-thirds,  or  less  of 
the  uterine  body,  and  when  tubes  and  ovaries  to  either  side  are 
normal."    A  case  is  reported  in  full  in  which,  after  the  opera- 
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tion,  menstruation  occurred  regularly  every  twenty-eight  days. 
The  flow  was  limited,  corresponding  in  fact  to  the  diminished 
endometrium.  The  general  health  has  remained  excellent.  The 
author  would  apply  it  whenever  possible  in  women  under  forty 
years  of  age.  ]•  J- 

Conservative  Surgery  of  the  Uterus  and  Adnexa  in  the 
Treatment  of  Fibromata. 

Dartigues  (rA.  de  Paris,  No.  385,  1901),  after  a  review  of 
the  various  conservative  operations  employed  in  the  treatment 
of  fibromata,  gives  a  detailed  description  of  cervico- vaginal 
hysterotomy,  the  method  adopted  by  Segond  for  the  vaginal 
enucleation  of  sessile,  submucous,  and  interstitial  fibrous  tumours. 

The  possibility  of  enucleating  fibromata  from  the  muscular 
tissue  of  the  uterus  was  recognised  by  Velpeau  in  1833,  and 
some  years  later  the  idea  was  carried  out  by  Amussat,  who 
divided  the  cervix  on  each  side,  drew  down  the  uterus,  and 
when  the  fibroma  was  a  large  one  bisected  it,  so  as  to  be  able 
to  shell  out  the  two  portions  successively.  Like  many  other 
operations  conceived  before  the  era  of  antiseptics,  this  one  soon 
fell  out  of  practice,  and  when  again  taken  up  by  some  gynae- 
cologists in  other  countries  was  only  done  in  a  few  isolated 
cases  up  to  the  time  when  morcellement,  so  beneficially  em- 
ployed by  P6an,  materially  enlarged  the  possibilities  of  enuclea- 
tion. Nevertheless  vaginal  myomectomy  by  morcellement  was 
very  soon  almost  entirely  superseded  by  total  hysterectomy, 
vaginal  or  abdominal. 

Of  late  years  there  has  been  a  reaction  in  favour  of  the 
more  conservative  operation,  and  in  the  course  of  a  prolonged 
experience  Segond  became  convinced  that  very  many  uteri 
submitted  to  morcellement  for  removal  might  well  have  been 
treated  in  a  less  radical  manner,  and  came  to  consider  lateral 
cervico- vaginal  hysterotomy  to  be  the  operation  of  election,  in- 
asmuch as  it  admits  of  the  enucleation  of  tumours  situated  very 
high  up,  and  the  morcellement  of  interstitial  masses  weighing 
up  to  1,000  or  1,200  grammes,  while  it  does  not  expose  the 
ureters  to  danger  nor,  like  median  vaginal  hysterotomy,  re- 
quire the  detachment  of  the  bladder,  or  the  opening  of  the 
peritoneum. 

Segond's  method  is  based  on  the  fundamental  principles  of 
those  of  Amussat  and  P6an,  that  is  to  say,  the  division  of  the 
cervix,  enucleation,  and  morcellement.  The  division  of  the 
fcervix  through  the  labial  commissure,  on  one  or  both  sides,  is 
limited  in  extent  by  the  accessibility  of  the  tumour,  but  is 
carried  far  enough  to  afford  plenty  of  room  and  is  made  without 
any  thought  of  preventive  haemostasis  as  regards  the  uterine 
arteries;  in  this  first  stage,  the  cervix  being  drawn  down 
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to  the  vulva,  the  commissure  on  one  side  is  divided  with  scissors 
up  to  or  beyond  the  isthmus,  the  wound  encroaching  if  necessary 
upon  the  corresponding  side  of  the  corpus  uteri  for  nearly  all 
its  length ;  when  bilateral,  that  transversal  cervico-vaginal 
hysterotomy  divides  the  uterus  in  its  lower  segment  into  two 
valves  which  allow  the  introduction  of  the  finger  or  instruments 
without  difficulty.  After  the  exploration  of  the  uterine  cavity, 
which  constitutes  the  second  stage  of  the  proceeding,  comes  the 
morcellement  of  the  tumour,  exposed  by  the  putting  its  capsule 
on  the  stretch,  and  it  is  in  this  third  stage  that  the  only  difficulty 
may  be  met  with,  for  if  one  has  not  learnt  to  distinguish  by 
touch  between  the  consistence  of  a  fibroma  and  that  of  the 
uterine  muscular  tissue,  one  is  liable  to  pass  through  the  latter 
and  come  upon  the  intestine.  The  toilet  of  the  uterus  follows, 
the  cavity  and  depressions  from  which  the  tumours  have  just 
been  enucleated  are  carefully  plugged  with  strips  of  sterilised 
gauze,  and  the  operation  is  concluded  by  the  suture  of  the 
cervix,  unless  it  be  preferred  to  leave  the  cavity  gaping  for  the 
sake  of  free  drainage. 

Among  the  twenty-five  observations  quoted  there  was  not  a 
single  death.  In  eiglriteen  one  might  say  there  was  no  loss  of 
blood  during  the  operation  ;  in  the  other  seven  the  loss  varied, 
but  was  always  easily  controlled  and  was  finally  arrested,  in 
two  by  compression  forceps,  in  two  by  the  suture  of  the  cervix, 
and  in  the  remaining  three  spontaneously. 

One  Hundred  Cases  of  Supravaginal  Hysterectomy 
FOR  Myomata. 

Westrrmark  (Hygtia,  January,  February,  1901),  records 
the  details  of  sixty  cases  of  supravaginal  hysterectomy  for 
myomata,  making,  with  forty  previously  published,  a  series  of 
one  hundred  of  which  one  only  had  a  fatal  termination ;  death 
in  that  instance  was  due  to  pulmonary  embolism,  in  a  woman 
suffering  from  phlebitis  of  the  iliac  veins  and  fatty  degeneration 
of  the  heart,  and  was  not  due  to  the  method  of  operation.  For 
narcosis,  in  the  absence  of  contra-indications,  Westermark  uses 
chloroform  to  commence  with  and  ether  afterwards.  After  open- 
ing of  the  abdomen,  the  broad  ligaments  are  seized  in  forceps 
and  divided  on  each  side  of  the  uterus  as  far  down  as  the 
bladder;  the  peritoneum  is  dissected  off  the  anterior  wall  of 
the  uterus  in  the  form  of  a  flap  convex  above;  the  uterine 
arteries  are  secured  in  forceps  and  after  the  supravaginal 
amputation  of  the  uterus  are  carefully  isolated  and  tied ;  the 
cervical  canal  in  the  stump  is  well  cauterised,  the  tubes  removed 
and  the  utero-ovarian  arteries  tied.  The  ovaries  unless  dis- 
eased are  left.    The  peritoneum  is  closed  over  the  stump 'by 
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a  transverse  suture  of  catgut.  The  exudations,  haemorrhagic 
or  otherwise,  which  in  three  instances  formed  about  the  stump, 
were  absorbed  locally  or  found  a  ready  exit  through  the  cervical 
canal. 

On  the  Later  Results  of  Supravaginal  Hysterectomy  for 
Myoma,  and  of  Castration  for  Disease  of  the  Adnexa. 

ScHENK  (Archiv.  f.  Gyn,^  Bd.  Ixii.,  S.  455)  reports  that  in 
Rosthorn's  Clinic  the  immediate  mortality  after  supravaginal 
amputation  of  the  womb  for  myoma  was  only  3-25  per  cent., 
that  is,  4  deaths  in  123  cases.  Of  the  119  survivors  94  have 
responded  directly  or  indirectly  to  his  enquiries,  and  of  these  87 
were  not  suffering  and  were  satisfied  with  the  results  of  the 
operation.  The  disorders  of  the  artificial  menopause  had 
affected  64  per  cent,  of  those  below  40  at  the  time  of  the  opera- 
tion, and  only  35  per  cent,  of  those  above  that  age.  The 
capacity  for  work  was  perfect  in  54  per  cent.,  diminished  in  22 
per  cent.  Direct  examination  of  the  uterine  stump  disclosed 
nothing  abnormal,  save  a  few  slight  exudations  and  one  instance 
of  cancerous  degeneration.  This  last  is  the  twelfth  case  of  the 
kind  published  ;  such  degeneration  is  therefore  so  rare  as  not  to 
justify  the  abandonment  of  an  operation  so  benign  as  supra- 
vaginal hysterectomy. 

As  regards  total  ablation  of  the  internal  genital  organs  in 
women  suffering  from  pelvic  infections,  there  were  4  deaths  in  65 
cases  :  of  the  61  women  who  survived  31  have  been  seen  or  have 
reported  their  condition,  and  of  these  women  90  per  cent,  were 
able  to  work  ;  the  artificial  menopause  had  caused  serious  trouble 
in  15  per  cent.,  and  slighter  disturbance  in  45  per  cent.,  but  there 
had  been  no  distressing  symptoms  at  all  in  39  per  cent.  At  the 
time  of  writing,  that  is  to  say  about  two  or  three  years  after 
op)eration,  among  the  old  cases  of  operation,  there  are  3  per  cent, 
in  which  the  troubles  continue  serious,  and  45  per  cent,  in  which 
they  are  but  slight.  Without  at  all  suggesting  that  the  abdo- 
minal radical  operation  should  always  be  adopted,  Schenk  thinks 
it  will  well  bear  comparison  with  other  methods,  and  especially 
denies  Fritsch's  statement  that  it  leaves  half  its  patients  infirm. 

A  Method  of  Operating  upon  Intraligamentous  and  Sub- 
peritoneal Fibroids. 

Pryor  {Amer.  Jour,  Obst,,  July,  1901)  points  out  that  fibroid 
nodules  in  the  folds  of  the  broad  ligaments,  or  between  the 
bladder  and  the  uterus,  or  beneath  the  peritoneum,  behind  that 
organ,  cause  such  an  amount  of  fixation  as  to  render  the 
approach  to  the  arteries  exceedingly  difficult,  and  such  disturb- 
ance of  the  regional  anatomy,  that  injury  to  the  bladder,  ureters. 
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and  rectum  is  not  easily  avoided.  The  indications  then  are  to 
restore  the  mobility  of  the  uterus  and  such  symmetry  of  the 
parts  that  the  anatomy  of  the  pelvis  will  approach  the  normal. 
Mobility  can  be  secured  by  performing  hemisection  of  the 
uterus.  Fibroid  nodules  lying  in  the  path  of  the  section,  if  small 
are  dug  out,  if  large  are  bisected.  Upon  the  removal  of  an 
anterior  or  posterior  nodule  the  uterus,  if  fixed  thereby,  will 
become  movable,  and  the  displacement  of  the  rectum  by  the 
posterior  nodule,  or  the  distortion  of  the  bladder  by  the  anterior, 
will  be  done  away  with.  But  if  both  broad  ligaments,  or  even 
one,  be  occupied  by  a  fibroid  nodule,  the  fixity  of  the  parts  is 
maintained,  and  the  displacement  of  the  ureter  and  pelvic 
vessels  constitutes  a  grave  complication.  In  such  cases,  Pryor 
supplements  the  sagittal  section  of  the  uterus,  after  the  uterine 
cavity  is  laid  open,  by  a  bilateral  or  unilateral  incision  to  suit 
the  case,  this  incision  passing  through  the  uterine  wall  so  as  to 
strike  the  intraligamentous  nodule,  which,  when  its  fibres  are 
exposed,  is  fixed  by  means  of  the  fibroid  corkscrew  and  pulled 
out  of  its  capsule.  In  effecting  this  no  large  vessels  are  severed, 
the  dissection  is  carried  on  between  the  folds  of  the  broad  liga- 
ment, and  therefore  there  is  no  risk  of  wounding  the  ureter 
or  those  large  vessels  which  lie  just  beneath  the  peritoneum. 
The  instant  the  intraligamentous  nodule  is  removed  the  broad 
ligament  collapses,  and  those  subperitoneal  structures,  such  as 
the  ureter,  which  have  been  displaced,  recede  towards  their 
normal  sites  and  the  anatomy  of  the  pelvis  then  becomes 
symmetrical.  It  is  important  that  the  lateral  incision  should 
pass  outwards  from  the  opened  cavity  of  the  uterus,  so  as  not 
to  divide  the  outer  part  of  the  capsule.  After  mobility  and 
symmetry  have  been  secured  the  uterus  can  be  removed,  as 
under  ordinary  circumstances,  by  setial  ligation  of  the  ovarian 
and  uterine  arteries.  In  this  type  of  case  no  portion  of  the 
cervix  should  be  left  to  act  as  a  bar  against  drainage  through 
the  vagina.  J.  F.  J. 

Senn  {Mtd,  Rec.f  July  13,  1901),  discussing  the  present  state 
of  the  carcinoma  question,  insists  that  direct  medication  of  the 
diseased  tissue  by  parenchymatous  injections  has  no  influence 
in  arresting  or  retarding  the  new  growth,  though  the  injection 
of  sclerogenetic  substances  into  the  connective  tissue  surrounding 
the  tumour,  by  impairing  the  blood  supply  to  its  parenchyma, 
appears  to  restrain  its  extension.  Local  applications  to  ulcerat- 
ing carcinoma  are  at  best  merely  palliative.  Early  and  radical 
operation  offers  the  only  prospect  of  eliminating  the  disease. 
The  alleged  increase  of  carcinoma  is  more  apparent  than  real, 
but  heredity  plays  an  important  part  in  its  aetiology.  Neither 
experimental  research  nor  bacteriological  or  histological  investi- 
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gations,  nor  the  results  of  implantation  and  inoculation  have 
established  the  supposed  parasitic  origin  of  carcinoma. 

LiGHTOLLER  {Aii%i,  Med,  Gaz.,  May  20,  190 1),  in  an  article 
on  **  Panhysterectomy  by  means  of  Doyen's  Forceps,"  quotes, 
in  reference  to  the  influence  of  age  and  marriage,  the  following 
figures  from  Schroeder : — 

Of  1,237  women  attacked  with  cancer,  753  were  from  40  to 
60  years  old.  Of  1,000  women  attacked  with  cancer,  771  were 
married.  Of  948  women  attacked  with  cancer,  in  78  only  was 
it  hereditary. 

In  the  Frauen  Klinik,  Munich,  of  678  cases  of  cancer  of  the 
uterus,  the  mean  age  was  45  years,  the  youngest  being  24,  the 
oldest  73. 

Amongst  some  of  the  earliest  reported  cases  we  have  : — 
Eckhardt  reports  the  case  of  carcinoma  of  cervix  in  the  case 
of  a  virgin  aged  19.  Biget  reports  the  case  of  carcinoma  of 
cervix  in  the  case  of  a  virgin  aged  19.  Glatter  reports  the  case 
of  carcinoma  of  cervix  in  the  case  of  a  virgin  aged  17.  Schauta 
reports  the  case  of  carcinoma  of  cervix  in  the  case  of  a  virgin 
aged  16.  Rosenbim  reports  the  case  of  carcinoma  of  cervix  in 
the  case  of  a  girl  aged  2.  The  ten  most  susceptible  years  are 
from  40  to  50. 

Cancer  of  the  Uterine  Neck. 

Baldy  {PhiL  Med,  Jour.,  June  15,  1901)  describes  this  disease 
as  surgery's  disgrace.  The  best  statistics  show  but  5  per  cent, 
recovery.  The  best  recorded  statistics  are  those  of  Johns 
Hopkins  Hospital,  with  20  per  cent,  recovery,  but  this  does  not 
include  a  large  number  of  inoperable  cases,  and  again,  some  of 
the  cases  reported  as  cured  are  but  nine  to  fourteen  months  old, 
too  early  to  warrant  an  absolute  cure.  The  microscope  is  not 
a  sure  means  of  diagnosis,  and  therefore  some  cases  are  operated 
upon  that  are  not  cancerous.  Winter's  statistics  from  Germany 
show  that  the  disease  is  almost  incurable.  The  early  discovery 
of  the  disease  is  most  important.  The  question  of  the  laboratory 
is  becoming  a  fad.  Clinical  observations  of  facts  precede  the 
laboratory,  and  are  more  important.  Haemorrhage  is  the  most 
important  early  symptom.  Carstens,  of  Detroit,  and  Zinke,  of 
Cincinnati,  believe  that  early  operation  is  a  sure  cure.  Clark, 
of  Philadelphia,  would  not  trust  solely  to  clinical  evidence. 
RiES,  of  Chicago,  objected  to  the  reader's  paper.  He  thinks 
that  the  operation  of  total  extirpation  of  the  glands,  broad  liga- 
ment, round  ligament,  and  all  other  tissues  will  cure  the  patient. 
Recurrence  occurs  in  a  large  majority  of  cases  within  six  months. 
Wertheim's  primary  mortality  is  large,  but  of  the  cases  that 
have  recovered  no  recurrence  has  taken  place.  The  mortality 
of  this  extensive  operation  is  10  per  cent.    Kollischer,  of 
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Chicago,  claimed  that  Baldy's  statistics  are  absolutely  correct. 
Cancer  of  the  portio,  however,  is  relatively  harmless,  since  21 
per  cent,  can  be  cured.  Baldy,  in  closing,  stated  that  recurrence 
when  it  does  take  place  does  so  in  the  wound  and  below,  not 
above,  hence  the  extirpation  of  the  glands  is  uncalled  for.  No 
man  can  remove  every  gland  from  the  pelvis  of  a  living  woman. 

Cancer  of  the  Uterus. 

RiEs  {Amer,  jfourn,  Obst.,  July,  1901),  in  operating  for  cancer 
of  the  uterus  extends  the  extirpation  ot  tissues  not  only  to  the 
ligaments  of  the  uterus,  but  even  to  the  regionary  lymphatics. 
He  here  advances  evidence  on  the  involvement  of  the  lymphatic 
glands  in  the  spread  of  cancer,  and  on  the  more  hopeful  prognosis 
given  by  their  removal  in  early  cases.  His  statements  are  based 
partly  on  his  own  work  and  partly  on  that  of  Wertheim,  Broese, 
Von  Franqu6,  Wuelfing,  Cullen,  Konig,  and  Funke.  It  is  not 
easy  to  find  cancer  in  the  glands,  and  many  series  of  sections 
must  be  examined.  In  one  case  Ries  examined  700  before  he 
found  one  with  cancer.  Enlarged  glands  may  not  contain  any 
cancer,  and  others  apparently  normal  in  size  may  be  full  of 
cancer  nests.  Glands  have  been  found  carcinomatous  in  several 
cases  which  would  be  considered  as  very  hopeful  ones.  The 
infected  lymphatic  glands  may  break  down  and  become  purulent 
in  their  centre  so  as  to  form  an  abscess  surrounded  by  a  shell  of 
carcinomatous  gland  tissue.  This  abscess  may  burst  into  the 
peritoneal  cavity  and  give  rise  to  fatal  peritonitis  after  the  patient 
has  recovered  from  the  hysterectomy. 

The  size  of  the  cancer  in  the  cervix  is  in  no  regular  propor- 
tion to  the  size  of  the  affected  glands.  In  one  cancer  of  the 
vaginal  portion  not  larger  than  a  thumb  nail  he  found  an  infected 
gland  larger  than  a  pigeon's  egg.  Neither  the  number  nor  the 
size  of  the  involved  glands  can  be  predicted  from  the  size  of  the 
cancer  in  the  cervix.  The  cancerous  glands  are  sometimes 
firmly  adherent  to  the  large  blood-vessels,  the  walls  of  which 
may  be  invaded  by  the  disease.  So-called  •*  infiltration  "  of  the 
broad  ligaments  may  simply  be  a  large  cancerous  gland  in  the 
broad  ligament.  The  glands  can  seldom  be  felt  without  opening 
the  abdomen,  and  even  then  it  is  necessary  to  split  the  peritoneum 
and  to  dissect  the  large  blood-vessels  freely  in  order  to  find  and 
remove  them  completely. 

J.  F.  J. 

Deciduoma  Maugnum  and  the  Hydatid  Mole. 

Metoz  {Th.  de  Parisy  No.  69,  1900-1)  finds  that  of  ninety- 
eight  recorded  cases  of  deciduoma  malignum  forty-eight  super- 
vened upon  hydatid  moles.    He  therefore  concludes  that  every 


uterus  that  has  contained  an  hydatid  mole  must  be  most  carefully 
looked  after,  and  recommends  the  treatment  adopted  by  Bonnaire, 
his  master.  The  mole  should  be  removed  by  a  blunt  curette  in 
the  most  gentle  manner  possible,  the  uterus  should  then  be  well 
washed  out,  not  with  solution  of  the  perchloride  of  mercury,  but 
with  one  of  iodine.  A  strip  of  iodoform  gauze  is  then  passed 
into  the  uterus  to  prevent  secondary  haemorrhage  or  infection 
from  sloughing  of  any  debris  of  the  mole.  This  dressing  is 
renewed  every  day,  and  it  is  not  till  the  tenth  day  after  the 
removal  of  the  mole  that  Bonnaire  proceeds  to  really  curette  the 
uterus  with  an  instrument  devised  by  himself,  which  is  neither 
exactly  sharp  nor  blunt,  but  of  which  the  blade  is  indented  with 
saw  teeth  like  the  face  of  a  file.  Having  destroyed  all  vegeta- 
tion that  may  exist  in  the  uterus,  he  washes  out  the  cavity  with 
the  solution  of  iodine,  or  one  of  permanganate,  cauterises  it 
with  a  mop  soaked  with  glycerine  of  creosote  or  J  solution  of 
zinc  chloride,  and  plugs  the  cavity  with  iodoform  gauze.  Five 
or  six  dressings  are  made  in  this  way  at  intervals  of  two  days, 
and  he  keeps  the  woman  under  careful  supervision,  to  intervene 
promptly  if  it  should  be  necessary. 

An  Alternative  for  the  Kraske  Operation  in  Women. 

Edebohls  {Amer,  jfourn.  Obst.,  August,  1901)  points  out  that 
while  operations  for  neoplasms  of  the  lower  half  of  the  rectum 
can  be  done  by  the  vagina,  by  perineotomy,  or  by  incisions 
beside,  behind,  or  circumscribing  the  anus,  the  abdominal  route 
is  clearly  indicated  for  new  growths  of  the  sigmoid  flexure. 
Neoplasms  of  the  upper  part  of  the  rectum  have  been  removed 
by  the  vaginal  route;  there  is,  however,  great  difficulty  in 
attacking  affected  tissues  and  glands  located  high  up  in  the 
pelvic  cavity  behind  the  diseased  bowel  by  this  way,  and  the 
removal  of  such  tissues  and  glands  can  be  accomplished  better 
by  resection  of  the  upper  end  of  the  rectum  through  an  incision 
through  the  left  rectus  abdominis  muscle,  sacrificing  the  uterus, 
if  necessary,  to  gain  free  access  to  the  affected  bowel  and  the 
tissues  and  glands  behind  it.  Any  aid  that  may  be  derived  from 
performing  part  of  the  work  by  the  vagina  may  be  utilised  in 
this  new  operation.  He  reports  a  case  in  which,  in  order  to  get 
at  the  cancer  of  the  upper  end  of  the  rectum,  the  uterus  con- 
taining a  four  months*  foetus  had  to  be  removed.  The  sigmoid 
flexure  was  then  tied  at  a  little  distance  above  the  tumour  with 
a  strip  of  iodoform  gauze,  the  knot  being  arranged  so  as  to  be 
easily  undone  through  the  anus  after  the  completion  of  the 
operation.  Eighteen  centimetres  of  bowel  were  resected,  the 
sacral  glands  and  all  fatty  and  connective  tissue  posterior  to  the 
resected  bowel,  clean  down  to  the  periosteum  covering  the 
sacrum,  were  cleared  away,  and  an  end>to-end  anastomosis  of  the 
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sigmoid  with  the  rectum  effected,  the  sigmoid  being  invaginated 
into  the  rectum  and  the  invagination  maintained  by  two  rows 
of  interrupted  sutures  of  catgut.  The  sutures  maintained  in 
apposition  two  centimetres  of  the  outer  surface  of  the  upper  end 
of  the  cut  rectum,  and  the  same  extent  of  the  outer  surface  of 
the  cut  sigmoid,  leaving  about  two  centimetres  of  the  tied  end  of 
the  sigmoid  to  project  free  into  the  lumen  of  the  rectum.  A 
small  strip  of  gauze  was  adjusted  about  the  bowel  at  the  line  of 
suture,  and  the  end  led  into  the  open  upper  end  of  the  vagina, 
the  abdominal  incision  was  closed,  and  the  gauze  tied  round  the 
lower  end  of  the  sigmoid  was  removed  through  the  anus.  An 
excellent  recovery  followed. 

The  advantages  of  this  operation  over  the  Kraske  are:  (i) 
It  is  easier  to  remove  thoroughly  all  the  diseased  parts,  especi- 
ally the  glands  in  front  of  the  sacrum  ;  (2)  the  presence  of 
secondary  deposits  in  the  liver  can  be  determined  before  pro- 
ceeding  to  exsect  the  rectum  ;  (3)  there  is  no  large  wound  below 
which  requires  constant  and  careful  attention  to  keep  clean ;  (4) 
a  preliminary  colostomy  is  unnecessary. 

J.  F.  J. 

Transplantation  of  the  Ovaries  in  relation  to  the 
Processes  of  Ovulation,  Pregnancy,  and  Organic 
Metabolism. 

RoxAS  {Archivio  di  Ost,  e  Gin,,  June,  1901)  has  found  that 
ovaries  may  become  attached  after  transplantation  from  their 
normal  seat  to  another  in  the  same  animal.  To  avoid  necrosis, 
the  transplanted  ovary  should  always  have  a  small  pedicle  to 
receive  the  sutures  for  its  fixation,  none  of  which  should  pass 
through  the  ovarian  tissue  proper.  After  transplantation  of  the 
ovary  in  the  same  animal  complete  ovulation  may  occur,  and 
conception  and  pregnancy  are  therefore  possible.  Transplanta- 
tion of  the  ovary  from  one  animal  to  another  of  the  same  sex  is 
possible,  and  the  transplanted  organ  can  be  nourished  and  func- 
tionate even  so  far  as  to  produce  sound  and  mature  ova.  Cas- 
trated sheep,  upon  which  transplantation  of  ovaries  has  been 
practised,  are  probably  unaffected  by  the  modifications  of 
organic  metabolism  which  occur  after  ovariectomy,  the  trans- 
planted ovaries  continue  to  produce  mature  follicles  and  ova, 
and  it  is  reasonable  to  suppose  that  the  internal  secretion, 
recognised  as  necessary  for  normal  metabolism,  is  still  available 
also. 

Roxas  is  continuing  his  experiments,  but  considers  that  he 
has  already  proved  the  possibility  of  relieving  the  symptoms 
which  occur  after  removal  of  the  ovaries.  These  symptoms 
depend  upon  the  lack  of  some  substance  which  favours  the 
oxidation  of  organic  matter  containing  phosphorus,  of  the  fats 
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and  hydrocarbons,  and  which  governs  the  normal  process  of 
organic  metabolism.  He  suggests  that,  for  therapeutic  purposes, 
the  ovary  should  be  planted  in  the  lax  extraperitoneal  tissue,  or 
introduced  into  the  pelvic  intraperitoneal  cavity  through  the 
vagina.  F.  E. 

Transplantation  of  the  Ovaries. 

LooKAscHEViTSCH  {Vtatch^  1901,  No.  29),  after  discussing  the 
cognate  literature  and  describing  his  own  experiments,  comes  to 
the  following  conclusions  : — 

(1)  The  ovaries  of  one  female  animal  may  be  transplanted  to 
another  speyed  at  the  same,  and  this  may  be  done  from  carnivora 
to  herbivora  and  vice  versd. 

(2)  The  transplanted  ovaries  become  attached,  receive  nour- 
ishment and  functionate. 

(3)  The  following  conditions  are  essential  for  successful 
transplantation :  {a)  aseptic  procedure ;  (b)  careful  suture  of  the 
ovary  to  the  mesovarium ;  in  doing  this  it  is  possible  to  cover 
even  the  lower  half  of  the  ovary  with  peritoneum,  in  other  words, 
care  must  be  taken  to  secure  the  best  possible  nourishment  for 
the  ovary  and  to  imitate  nature  in  its  attachments;  (c)  both 
ovaries,  or  as  much  of  their  tissue  as  possible,  should  be  trans- 
planted ;  (d)  the  ovaries  should  be  sutured  as  nearly  as  possible 
to  their  normal  places  in  the  broad  ligaments,  and  {e)  the  sutures 
should  not  be  carried  through  the  ovarian  tissue  proper,  and 
pressure  of  neighbouring  organs  upon  the  ovary  should  be 
prevented. 

(4)  Transplantation  of  the  ovaries  is  not  generally  durable, 
and  after  a  certain  time  there  appears  to  be  an  inclination  to 
retrograde  changes,  to  a  sort  of  senile  atrophy,  to  loss  and 
destruction  of  the  ova  and  follicles,  to  growth  of  the  parenchyma, 
with  narrowing  of  the  lumen  and  thickening  of  the  walls  of  the 
vessels,  and  sometimes,  later  on,  to  the  deposition  of  lime  salts 
in  places. 

(5)  This  instability  of  the  transplanted  ovaries  seems  to  be 
due  to  deficient  nutrition,  to  the  paucity  and  small  calibre  of  the 
newly-formed  vessels ;  the  atrophic  changes  point  to  the  same 
influence  in  ovaries  within  three  months  of  being  transplanted. 

(6)  Nevertheless  in  some  cases  transplanted  ovaries  well 
fixed  to  the  broad  ligaments  have,  for  a  certain  time  (in  the 
author's  case  for  three  years),  notably,  if  somewhat  feebly, 
retarded  the  atrophy  of  the  genitals  and  the  inclination  of  the 
body  to  obesity,  by  their  favourable  influence  on  the  general 
system. 

(7)  In  cohabitation  with  a  male  of  the  same  species,  con- 
ception did  not  occur  after  transplantation. 

F.  E. 
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Ovarian  Cysts. 

Hill  {Amer.  Journ,  Obstet.,  August,  1901)  looks  upon  tumours 
as  growths  produced  by  an  activity  of  embryonic  tissue  beyond 
the  physiological  limitation  or  requirements  of  the  organisms. 
If  in  the  active  tumour-forming  embryonal  tissue  the  elements 
from  the  epi-  and  hypoblastic  cells  predominate  a  tumour  of  the 
cellular  type  will  be  developed,  whereas  if  the  elements  from  the 
mesoblastic  cells  predominate  a  connective  tissue  growth  will 
be  produced.  Cohnheim's  theory  that  all  true  tumours  are  due 
to  faulty  embryonal  development  is  supported  by  the  fact  that 
the  parts  of  the  organism  which  are  formed  by  the  most  com- 
plicated tissue  changes  in  the  embryo,  are  most  frequently  the 
seat  of  tumours  during  perfect  health.  The  embryonic  cells  lie 
latent,  but  **  any  condition  which  directly  or  indirectly  contri- 
butes to  the  departure  from  normal  of  the  general  organism  or 
of  the  local  tissue,  may  be  considered  a  negative  cause  of  the 
embryonic  cells  undergoing  active  tissue  proHferation." 

If  Cohnheim's  theory  is  correct  then  the  complicated  manner 
in  which  the  ovary  is  formed  is  one  of  the  important  factors  in 
the  causation  of  ovarian  tumours.  The  more  complex  the 
development  the  more  liability  is  there  to  imperfections  in  the 
process.  Displaced  embryonic  cells,  entangled  in  the  fibres  of 
the  connective  tissue  forming  the  stroma,  may  be  the  anatomic 
origin  of  an  ovarian  tumour.  In  no  other  way  can  the  stroma 
of  the  ovary  be  the  primary  seat  of  a  true  cystoma.  In  the 
formation  01  a  corpus  iuteum  the  cells  become  embryonic  for  the 
purpose  of  producing  the  necessary  tissue  changes.  Some  of 
these  may  fail  to  reach  maturity  and  remain  susceptible  of  being 
stimulated  to  tumour  formation.  Inflammation  is  a  factor  in  the 
causation  of  these  cysts,  probably  by  exciting  a  preformed 
matrix  of  embryonic  cells  to  active  tissue  proliferation.  Other 
conditions  may  act  in  the  same  way — any  variation  in  the  cell 
vitality  of  the  ovary  manifested  as  a  functional  disturbance — 
and  this  explains  why  nuUiparous  women  are  more  liable  to  have 
these  cysts  than  multiparous. 

J-  ^-  J- 

Suppurating  Ovaritis. 

Mauger  {Th,  de  Paris^  1900-1901,  No.  i)  has  collected  twenty 
cases  which  show  that  suppuration  of  the  ovary  may  exist  as  an 
isolated  affection,  and  that  when  it  does  so,  or  constitutes  the 
main  lesion,  it  gives  rise  to  special  features  by  which  it  may  be 
recognised  ;  his  conclusions  are  :  (i)  Suppurating  ovaritis  often 
exists  as  a  solitary  lesion,  it  is  then  nearly  always  unilateral. 
When  the  tube  is  involved  parietal  lesions  are  also  present. 
The  broad  ligament  is  thickened,  cedematous  and  infiltrated,  it 
encircles  the  ovarian  tumour  in  front,  and  sometimes  contains 
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within  it  small  lymphangitic  abscesses.  Suppurating  ovaritis  may 
remain  latent  for  years ;  its  course  is  frequently  characterised  by 
subacute  crises  scattered  over  a  very  long  period,  and  in  the 
intervals  the  health  may  be  perfect.  It  may  reveal  itself  by  a 
sudden  acute  attack  without  any  warning  whatever ;  generally 
it  has  been  preceded  by  old  metritis  forgotten  by  the  patient. 
Metrorrhagia  is  a  very  frequent  accompaniment,  as  also  crural 
and  sciatic  neuralgia,  and  pains  in  the  hip  and  knee  joints ;  any 
of  these  symptoms  may  predominate  so  as  to  constitute  the 
ovarian  suppuration,  as  haemorrhagic,  neuralgic  or  pseudo- 
rheumatic.  Cachexia  may  supervene  if  the  pus  be  septic  from 
the  beginning,  or  become  so  afterwards.  Bimanual  palpation 
reveals  a  hard,  resisting  tumour  high  up  in  the  abdomen,  fluc- 
tuating if  large,  commonly  without  tenderness,  and  distinct  from 
the  uterus.  The  infection  in  these  cases  is  by  way  of  the 
peritoneum  and  lymphatics  from  the  uterus  (often  after  child- 
birth), as  is  shown  by  the  infiltration  of  the  broad  ligament, 
and  frequent  immunity  of  the  tube.  The  proper  treatment  is 
laparotomy  and  extirpation  of  the  sac  after  puncture.  The 
vaginal  way  is  seldom  indicated,  the  tumours  being  so  high  in 
the  abdomen. 

Sa(5tOSALPINX  HifiMORRHAGICA. 

Waldo  (Amer,  Journ.  Obstet.,  August,  1901)  includes  under 
this  name  all  accumulations  of  blood  in  a  Fallopian  tube  not 
due  to  an  ectopic  pregnancy  therein.  He  reports  two  such 
accumulations ;  in  neither  case  was  there  anything  to  point  to 
pregnancy;  in  neither  could  decidua  vera  or  chorionic  villi  be 
found ;  in  both  the  contained  fluid  was  of  a  dark  reddish-brown 
without  any  clots,  in  marked  contrast  to  that  met  with  in  cases 
of  ectopic  gestation.  He  supposes  that  the  pathological  changes 
had  probably  been  as  follows:  Primarily  some  inflammatory 
disease  had  closed  the  fimbriated  end  and  yet  had  not  pro- 
duced pus.  Next,  the  tube  became  twisted  about  its  long  axis 
and  the  lumen  obstructed  near  the  uterine  end,  and  the  menstrual 
blood  and  the  secretions  from  the  mucosa  so  prevented  from 
escaping  from  the  affected  tube  into  the  uterus.  The  fimbriated 
extremity  being  closed,  escape  into  the  peritoneal  cavity  was 
impossible.  The  tube  thus  became  gradually  dilated,  the  outer 
part  especially  so,  and  the  nutrition  of  the  tubal  epithelium  so 
impaired  as  to  be  partially  destroyed  or  flattened.  As  the 
obstruction  of  the  blood-vessels  in  the  twisted  portion  got  more 
and  more  complete,  the  venous  engorgement  became  greater, 
and  some  inflammatory  process  supervened  and  caused  adhe- 
sions. In  both  cases  the  tube  was  removed  ;  one  recovered,  the 
other  died  of  pneumonia  on  the  seventh  day. 

J.  F-J. 
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Salpingitis. 

Faure  (La  Gynicologie,  February  15,  1901,  Paris)  refers  to  a 
case  in  which  M.  Tillaux  had  removed,  a  year  before,  both 
appendages  for  an  inflammatory  affection.  The  patient  had 
recovered  perfectly  from  the  operation,  which  therapeutically 
was  a  failure.  She  had  uterine  pain  with  a  continual  discharge, 
and  suffered  about  as  much  from  her  metritis  as  she  had  formerly 
from  inflammation  of  the  appendages.  He  performed  hysterec- 
tomy and,  judging  from  this  case  and  many  previous  ones, 
expressed  the  opinion  that  when  both  appendages  are  sacrificed 
the  preservation  of  the  uterus  is  the  source  of  more  trouble  than 
advantage. 

P.  Z.  H. 

Rupture  of  the  Amnion  and  Penetration  of  the  Um- 
bilical Vesicle  into  the  Amniotic  Cavity  of  an  Early 
Human  Ovum  ;  Hydramnios  during  the  Early  Months 
of  Pregnancy.  By  Puccio  {Archivio  di  Ostet.  e  Ginec, 
April,  1901). 

Rupture  of  the  amnion  may  occur  early  or  late  in  pregnancy. 
When  early,  such  rupture  leads  to  the  emigration  of  the  embryo 
from  the  amniotic  cavity  into  the  external  coelom,  or,  as  in  the 
case  reported,  to  the  penetration  of  the  umbilical  vesicle  into 
the  amniotic  sac. 

The  patient,  who  was  42  years  of  age,  had  had  seventeen 
pregnancies,  of  which  ten  went  to  term,  six  were  interrupted 
spontaneously  during  the  early  months  of  pregnancy,  and  one 
interrupted  criminally  by  the  patient  herself.  After  three 
miscarriages  and  the  criminal  abortion  she  became  pregnant  in 
April,  1899,  but  aborted  at  the  fourth  month.  After  the  abortion 
menstruation  became  quite  regular  and  generally  appeared  on 
the  loth  or  12th  of  the  month.  On  January  6,  1900,  several 
days  before  the  menstrual  epoch,  the  patient,  without  feeling 
any  symptoms  which  attracted  her  notice,  suddenly  lost  so  much 
blood  that  she  had  to  go  to  the  hospital.  Drs.  Puccio  and 
Arpini  found  an  ovum  in  the  vagina  and  carefully  removed  it. 
The  patient  was  put  to  bed,  endovenous  infusion  of  chloride  of 
sodium  was  performed,  the  uterus  was  scraped  for  fragments 
of  the  decidua  and  drained  with  iodoform  gauze.  The  genitalia, 
internal  and  external,  were  found  to  be  normal,  except  for  a 
slight  prolapse.  The  ovum  was  probably  just  over  three  weeks 
old,  from  December  15,  1899,  last  day  of  the  menstruation 
beginning  on  December  10,  when  conception  took  place,  to 
January  6,  1900.  It  was  hardened  and  preserved  in  alcohol, 
and  showed  the  amniotic  rupture  at  one  side  of  the  embryo 
and  the  umbilical  vesicle  projecting  into  the  amniotic  sac.  The 
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surface  of  the  laceration  was  covered  with  a  cellular  stratum, 
as  if  it  had  occurred  before  the  expulsion  of  the  ovum,  and 
therefore  the  ovum  might  be  less  than  three  weeks  old. 

The  abortion  in  this  case  was  evidently  of  maternal  origin 
and  the  rupture  of  the  amnios  secondary  to  disturbances  in  the 
nutrition  of  the  ovum. 

The  spontaneous  rupture  of  the  amnion  may  be  due  to  the 
physiological  contraction  of  its  walls,  which  can  be  seen  in  the 
hen's  egg  (Hertwig),  from  one  pole  to  the  other ;  just  so  as 
rupture  of  the  uterus  may  take  place  from  its  own  contraction 
instead  of  rupture  of  the  bag  of  waters.  This  is  important  in 
criminal  cases,  as  the  rupture  might  possibly  be  taken  for  the 
entrance  of  a  sound. 

F.  E. 

Ossifications  of  the  Dura-mater  in  relation  to 
Pregnancy. 

Lancelin  {Jh,  de  Paris,  No.  89,  1900-1),  on  the  basis  of  five 
recorded  and  one  personal  observation,  concludes:  Ossification 
of  the  dura- mater  may  arise  from  interstitial  ossification  or  from 
haemorrhagic  or  internal  or  external  pachymeningitis.  Inter- 
stitial ossification  may  affect  the  innermost  layer  of  the  internal 
sheet  of  the  dura-mater ;  it  takes  place  by  a  sort  of  cleavage 
analogous  to  that  in  the  ossification  of  the  cranial  vault  in  the 
foetus ;  secondarily  the  weaker  sheet,  enveloping  the  bone,  that 
is,  the  sheet  next  the  arachnoid,  may  disappear  in  more  or  less 
of  its  extent.  This  ossification  of  the  dura-mater  seems  to  be 
closely  connected  with  the  production  of  cranial  osteophytes 
arising  in  one  pregnancy,  and  it  seems  to  increase  progressively 
in  succeeding  ones,  and  it  does  not  appear  that  there  is  any 
diminution  in  the  bony  tissue  in  the  intervals  between  them. 

HiEMATURIA  DURING  PrEGNANCY. 

Chiaventone  (Bollet,  d.  Ass,  San.  Milanese,  March,  1901) 
relates  a  new  case  of  haematuria  gravidarum,  a  very  rare  affection 
if  the  term  be  used  in  regard  to  cases  of  haemorrhage  from  the 
urinary  tract  during  pregnancy,  the  cause  for  which  is  to  be 
traced  to  the  gravid  condition  of  the  woman  alone,  and  not  to 
tuberculosis,  renal  lithiasis,  haemophilia,  or  some  other  indepen- 
dent reason.  The  number  of  such  cases  already  recorded  is 
only  seven.  In  this  new  one  the  patient  was  a  woman,  aged  46, 
who  had  been  pregnant  five  times  previously,  once  with  twins, 
without  anything  unusual  occurring;  her  history  disclosed  a 
parenchymatous  metritis  treated  ten  years  back  by  curettage  and 
afterwards  by  amputation  of  the  collum. 

The  haematuria,  confirmed  by  microscopical  and  spectrosco- 
pical  examination,  came  on  about  the  middle  of  her  sixth  preg- 
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nancy,  without  any  objective  or  subjective  trouble.  The 
cystoscope  was  not  ^ivailable,  but  minute  examination  of  the 
urinary  organs  could  otherwise  detect  nothing  abnormal.  Beside 
the  elements  of  blood,  the  urine  contained,  from  time  to  time, 
long  vermiform  coagula,  the  expulsion  of  which  was  sometimes 
attended  with  acute  pain  along  the  ureters  and  at  the  level  of 
the  kidneys ;  there  was  no  albumen  nor  casts,  nor  any  kind  of 
parasite,  microbic  or  otherwise. 

The  haematuria  was  never  very  abundant  and  did  not  affect 
the  patient's  health  ;  it  was  almost  continuous  during  the  second 
half  of  the  pregnancy  in  spite  of  the  usual  haemostatics  and 
a  strict  regimen.  It  ceased  spontaneously  eight  days  after 
delivery. 

As  regards  pathogenesis,  the  author  thinks  that  venous 
stasis  in  the  kidneys  and  retention  of  urine  due  to  compres- 
sion of  the  large  abdominal  vessels  and  of  the  ureters  by  the 
gravid  womb  may  have  some  effect,  but  one  subordinate  to  that 
of  gastrohepatic  insufficiency  so  commonly  affecting  pregnant 
women. 

In  regard  to  treatment,  assuming  the  futility  of  drugs,  if  the 
haemorrhage  was  endangering  the  mother's  life,  one  might, 
after  having  tried  puncturing  the  membranes  with  the  view  of 
lessening  the  size  of  the  uterus,  and  the  intraabdominal  pressure 
thereby  determined,  find  oneself  obliged  to  put  an  end  to  the 
pregnancy. 

F.  sit. 

Pregnancy  Complicated  by  Tumours. 

Nicholson  (Univ.  Med,  Mag.,  December,  1900)  gives  the 
following  valuable  digest  of  recent  literature  on  dystocia  due  to 
fibroid  tumours.  Dystocia  in  general  is  one  of  the  most  inter- 
esting subjects  in  obstetrics,  and  the  particular  variety  of  difficulty 
caused  by  the  pressure  of  tumours  at  some  part  of  the  birth 
canal  forms,  because  of  the  uncertainty  of  diagnosis  and  treat- 
ment, a  very  instructive  study. 

Henry  C.  Coe  {New  York  Medical  Journal^  November  25, 
1899),  under  the  title  of  **  Pregnancy  Complicated  by  Uterine 
Fibroids,"  states  that  pregnancy  does  not  always  cause  marked 
development  of  the  tumour,  but  that  the  growth  is  dependent 
upon  the  closeness  of  its  relation  to  the  uterus  and  also  upon 
its  position.  In  substantiation  of  this  statement  he  reports 
the  case  of  a  primipara  in  whom  there  were  two  subperitoneal 
tumours  as  large  as  an  orange  at  the  fundus  uteri,  and  another 
of  the  same  size  just  above  the  junction  of  the  lower  and  middle 
third  in  the  anterior  wall.  These  tumours  seemed  not  only  to 
have  no  influence  on  pregnancy,  but  on  the  other,  hand  were  not 
at  all  influenced  by  it.    This,  in  his  experience,  is  not  at  all 
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unusual,  he  having  seen  cases  of  interstitial  and  even  impacted 
subserous  forms,  in  which  no  bad  influence  upon  the  pregnancy 
was  noticeable.  He  also  believes  that  small  intrauterine  growths 
are  less  likely  to  disturb  pregnancy  than  to  cause  trouble  after 
delivery  by  degenerations. 

Another  interesting  case  is  reported  by  the  same  author.  The 
patient  in  this  case  sought  treatment  because  of  a  hydronephrosis, 
the  cause  of  which  was  found  by  exploratory  incision  to  be  a 
fibroid  tumour  pressing  upon  the  ureter.  Although  it  was  not 
removed,  the  manipulations  seemed  to  relieve  the  pressure  and 
the  condition  was  apparently  cured.  One  year  later  the  woman 
again  presented  herself  to  him  and  was  found  to  be  in  the  eighth 
month  of  pregnancy.  The  tumour,  extraperitoneal  in  develop- 
ment, situated  in  the  lower  segment  of  the  uterus  and  pushing 
the  bladder  forward,  was,  when  seen  at  the  previous  examina- 
tion, only  as  large  as  an  English  walnut,  but  pregnancy  had  so 
stimulated  its  growth  that  its  size  was  quadrupled  and  caused  a 
contraction  of  the  conjugate  to  two  inches  and  a  half.  Caesarean 
section  was  performed  two  weeks  before  term,  and  both  mother 
and  child  recovered.  The  former  died  four  years  later  from 
pyonephrosis.  Author  calls  attention  to  the  exemplification  by 
this  case  of  the  importance  which  should  be  attached  to  the 
position  of  a  myomatous  growth  irrespective  of  its  size.  In 
discussing  the  difficulties  sometimes  met  with  in  the  diagnosis  of 
pregnancy  in  the  presence  of  a  fibroid,  he  relates  a  very  instructive 
case.  In  brief,  the  condition  presented  by  the  woman  was  an 
abdominal  tumour  known  to  have  been  present  for  a  year,  but 
without  symptoms  until  the  past  three  months.  There  were  no 
signs  nor  symptoms  of  pregnancy,  which  was  strenuously  denied 
by  the  patient,  except  absence  of  menstruation  and  pressure 
symptoms  due  to  the  rapid  increase  in  size  during  the  past  three 
months.  A  supravaginal  amputation  showed  that  the  uterus 
contained  not  only  a  large  fibroid  in  the  wall,  but  also  a  three 
months*  foetus  in  the  cavity. 

The  complications  to  be  feared  in  labour  are  briefly  discussed, 
and  the  belief  is  stated  that  the  tendency  to  haemorrhage  has 
been  feared  more  than  the  infrequency  of  its  occurrene  would 
warrant.  The  greatly  increased  tendency  to  premature  expul- 
sion of  the  uterine  contents  strongly  insisted  on  by  many  writers, 
is  also  denied.  The  marriage  of  women  the  subjects  of  fibroid 
tumours  giving  the  symptoms  of  pain,  bleeding  and  pressure,  is 
deplored,  but  he  acknowledges  the  great  odds  against  which 
the  physician  has  to  fight  in  preventing  such  unions.  In  con- 
cluding his  article  he  advises  conservatism  in  the  treatment  of 
fibroid  tumours  in  pregnancy,  and  strongly  advises  against  the 
induction  of  premature  labour  or  abortion,  since  the  Caesarean 
operation  at  term  is  no  more  dangerous  than  a  supravaginal 
amputation  at  the  fourth  month. 
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Marcus  Rossbnwaser  (in  a  recent  paper  read  before  the 
Cleveland  Medical  Society)  discusses  the  management  of  fibroids 
complicating  pregnancy,  and  states  that  the  German  statistics 
show  a  loss  of  half  the  women  and  two-thirds  of  the  children  in 
the  cases  allowed  to  go  to  term.  He  thinks  that  only  a  few  of 
the  cases  of  even  small  fundal  tumours  allowed  to  go  to  term 
experience  normal  labour  as  a  result.  He  believes  that  all 
rapidly  growing  or  obstructing  tumours  demand  removal. 

A.  G.  Helm  Montague  and  C.  B.  Moss-Blundell  {Lancety 
August  19,  1899),  report  a  case  of  multiple  fibroids  of  the  body 
of  the  uterus,  with  a  subperitoneal  mass  attached  to  the  fundus 
as  large  as  an  orange.  The  delivery  of  this  case,  which  was 
not  seen  till  labour,  was  procured  by  the  use  of  the  forceps, 
which  were  demanded  by  inertia.  It  is  interesting  because  of 
the  occurrence  of  a  severe  post-partum  bleeding,  which  was  very 
difficult  to  control. 

Willis  E.  Ford  (Medical  News,  March  31,  1901)  believes 
that  pregnancy,  while  one  of  the  more  unusual  complications  of 
fibroid  tumours,  is  yet  more  common  than  has  been  supposed. 
He  thinks  that  pregnancy  is  less  frequent  in  the  subserous  than 
in  the  intramural  forms,  and  refers  to  the  well-known  fact  that 
large  submucous  forms  and  those  which  by  their  position  distort 
the  cervix  are  likely  to  prevent  pregnancy. 

The  danger  of  rupture  of  the  uterus  is  spoken  of  as  a  danger 
at  times  presenting  in  pregnancy.  (The  occurrence  of  this 
accident  is  certainly  rare  according  to  the  experience  of  most 
of  the  writers  on  the  subject.)  The  first  stage  of  labour  is  very 
likely  to  be  abnormal  on  account  of  the  lack  of  elasticity  of  the 
cervix.  Sepsis  and  displacements  of  the  uterus  are  spoken  of 
as  dangers  to  be  feared  in  the  puerperium. 

In  the  decision  as  to  the  treatment  of  different  cases  it  is 
necessary  to  judge  each  separately  on  its  own  merits,  it  being 
impossible  to  lay  down  any  hard  and  fast  rules  for  their  govern- 
ment in  general.  Several  interesting  cases  are  reported  as  illus- 
trations of  the  uncertainty  which  surrounds  the  question  of 
operative  interference  in  the  great  majority  at  least  of  these 
cases.  The  first  case  is  interesting  as  showing  the  method  of 
cure  at  times  used  by  nature  in  the  treatment  of  the  ordinary 
non- pregnant  fibroid  tumour.  The  patient  had  passed  through 
a  rather  difficult,  though  spontaneous,  labour  some  six  months 
before,  and  at  that  time  the  difficulty  was  diagnosed  as  an  intra- 
mural fibroid  as  large  as  a  cocoanut,  situated  in  the  body  of  the 
uterus,  the  cervix  being  free.  When  seen  six  months  after 
labour  the  woman  was  complaining  of  pain  and  bleeding,  and  in 
a  short  time  passed  a  cocoanut-sized  fibroid.  On  examination  it 
was  determined  that  there  were  three  other  small,  subserous 
tumours,  not  larger  than  a  walnut,  just  above  the  internal  os. 
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In  this  case  it  was  decided  that  hysterectomy  would,  in  all 
probability,  be  needed;  but  as  the  cervix  and  lower  segment 
were  free,  it  was  wisely  decided  to  wait  for  labour.  The  case 
illustrates  well  the  constant  apprehension  which  must  be  felt 
in  many  of  these  cases  after  birth,  for  not  only  was  sepsis  feared 
immediately  on  account  of  possible  bruising  of  the  tumour,  but 
there  was  also  constant  fear  that  something  was  seriously  wrong 
with  the  case  for  a  period  of  six  months,  until,  with  the 
expulsion  of  the  tumour,  the  symptoms  subsided. 

Another  case  illustrates  the  fallacy  of  the  palliative  treatment 
in  septic  conditions  due  to  these  tumours.  When  seen  first  the 
patient  gave  a  history  of  sickness  of  eight  weeks*  duration  follow- 
ing a  miscarriage.  The  placenta  had  been  manually  removed. 
On  examination  a  mass  was  found  on  the  posterior  wall  as  large 
as  a  cocoanut,  and  involving  the  cervix.  As  the  mass  was 
sloughing  a  hysterectomy  was  advised  but  declined,  and  palliative 
curetting  was  done  in  the  hope  that  eventually  consent  would 
be  obtained  for  the  complete  removal  of  the  uterus.  The  condi- 
tion was  a  well-localised  one,  in  fact  a  local  putrefaction,  and 
so  there  seemed  a  slight  possibility  that  good  might  result  from 
this  procedure.  Death,  however,  followed  in  a  few  days.  The 
septic  infection  in  this  case  was  unavoidable,  as  was  shown  by 
the  position  of  the  tumour,  which  was  situated  in  the  dilating 
portion  of  the  uterus,  and  thus  could  not  escape  the  rupture  of 
its  capsule,  after  which  infection  was  almost  certain. 

Another  case  reported  by  the  same  author  may  be  considered 
as  unique,  and  well  worth  reporting  as  showing  a  method  which 
nature  may  have  recourse  to  in  exceptional  cases.  The  patient 
presented  herself  for  treatment  because  of  a  fibroid  at  the  base 
of  the  bladder  and  supposed  polypi  in  the  vagina.  She  gave  the 
history  of  an  easy  labour  nineteen  years  previously.  On  ex- 
amination there  was  found  a  small  fibroid  in  the  anterior  wall 
of  the  uterus,  and  on  examining,  the  supposed  polypi  were 
found  to  be  the  cervix,  which  had  been  torn  loose  from  the 
uterus  posteriorly,  but  still  retained  its  connection  anteriorly. 
On  careful  examination,  it  was  determined  that  the  cervix  had 
never  been  dilated,  and  the  author's  explanation  of  the  case  is 
that  in  the  labour  nineteen  years  before  the  lower  segment  had 
torn  itself  loose  from  the  cervix  on  account  of  the  inelastic  tissue 
which  it  contained,  and  that  the  child  had  been  born  into  the 
vagina  directly  from  the  uterus  proper,  without  having  passed 
through  the  cervix. 

In  conclusion  the  author  states  that  while  no  fixed  rule  of 
treatment  is  applicable  to  all  cases,  it  may  be  accepted  as  a  safe 
working  hypothesis  that  when  the  lower  segment  of  the  uterus 
and  the  cervix  are  free  from  fibroid  growth  labour  may  be 
awaited  with  confidence  even  if  the  tumour  be  of  considerable 
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size.  If,  however,  a  tumour  of  any  considerable  size  be  found 
involving  the  area  of  the  internal  os,  particularly  if  it  block  the 
canal  to  any  extent,  the  possibility  of  a  major  operation  must  be 
kept  in  mind.  He  is  in  accord  with  the  vast  majority  of  men  in 
advising  against  palliative  treatment  of  the  infections  arising 
after  birth. 

h.3R^CKisiB.K{Munchener  medicin.  Wochenschrift,  July  11,  1899) 
records  six  cases  of  dystocia  due  to  various  forms  of  tumour. 
Two  of  these  tumours  were  ovarian,  two  were  myomata  of  the 
lower  uterine  segment,  one  was  a  haematoma  of  the  mesentery, 
and  one  was  the  unimpregnated  half  of  a  uterus  didelphys.  He 
refers  to  the  reported  cases  of  congenitally  misplaced  kidneys  as 
causes  of  obstructed  labour,  but  limits  his  discussion  to  ovarian 
and  fibroid  tumours. 

All  tumours  can  be  classed  as  reducible  or  irreducible  for 
practical  purposes  without  regard  to  their  actual  origin  or 
pathologic  nature.  The  tumours  of  ovarian  origin  are  more 
likely  to  be  reducible  than  are  the  myomatous  forms  of  uterine 
growth,  the  reason,  of  course,  being  that  the  former  are  pedun- 
culated as  a  rule.  The  first  of  the  two  cases  reported,  in  which 
a  myoma  was  the  cause  of  the  obstruction,  is  interesting  from 
the  fact  that  the  first  attendant  mistook  the  tumour  for  the  head 
of  a  foetus,  and  believed  that  he  was  dealing  with  a  twin  labour. 
The  tumour,  indeed,  resembled  the  head  of  a  child  very  closely 
in  shape,  size,  and  consistence.  It  arose  from  the  cervix  and 
was  impacted  in  the  small  pelvis.  When  the  case  was  first 
seen  the  mother's  condition  was  very  bad,  and  so,  as  reposition 
was  impossible  and  the  child  was  dead,  it  was  decided  to 
perforate  the  head.  The  mother  recovered,  though  she  suffered 
from  infection.  Author,  in  discussing  the  case,  said  that  it 
would  have  been  better  to  have  enucleated  the  tumour  by  vagina 
instead  of  rendering  the  woman  liable  to  a  fatal  sepsis  by  drag- 
ging the  head  past  the  obstruction. 

In  his  second  case  the  tumour  was  situated  in  the  lower 
uterine  segment.  It  was  immovable  and  blocked  the  whole 
right  half  of  the  pelvic  inlet.  The  child  was  alive,  however,  and, 
as  reposition  failed  under  anaesthesia,  the  Caesarean  operation 
was  felt  to  be  the  only  permissible  method  of  treatment.  Feel- 
ing, however,  that  there  was  a  slight  chance  that  the  uterine 
contractions,  which  were  strong,  might  elevate  the  tumour,  it 
was  decided  to  wait  for  a  time,  and  a  colpeurynter  was  inserted 
in  order  to  preserve  the  membranes.  As,  however,  after  waiting 
as  long  as  was  felt  to  be  wise  no  elevation  of  the  mass  took 
place,  a  Caesarean  section  was  performed,  the  incision  into  the 
uterus  being  that  recommended  by  Fritsch,  transversely  at  the 
fundus  from  one  tubal  end  to  the  other.  The  tumour  was  found 
to  be  as  large  as  the  adult  head,  and  to  arise  from  the  whole 
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right  side  of  the  lower  uterine  segment.  It  also  extended  into 
the  right  broad  ligament.  Enucleation  was  attempted  with  the 
hope  of  saving  the  uterus,  but  the  trauma  resulting  after  removal 
of  the  tumour  was  so  great  that  a  supravaginal  amputation  was 
performed.  Recovery  was  good.  (While  in  this  case  the 
expectant  treatment,  temporarily  followed,  was  not  a  success,  it 
was,  however,  the  right  method  to  pursue,  and  should  be  always 
tried,  at  least  in  cases  in  which  the  cervix  is  not  involved.  This 
point  has  been  strongly  emphasised  by  Olshausen  in  his  ex- 
haustive article.)  Author  calls  attention  to  the  futility  of 
attempting  manual  reposition  of  these  growths  without  ether. 
He  says  that  in  labour  attempts  should  be  made  to  elevate  the 
tumour  as  soon  as  its  presence  is  diagnosed,  and  the  various 
positions,  the  dorso-sacral,  knee-chest,  and  the  latero-prone, 
should  all  be  tried  before  accepting  failure.  The  use  of  an 
anaesthetic  is  important,  since  without  it  the  attempts  will  only 
increase  the  force  of  the  contractions  of  the  uterine  and  abdominal 
muscles,  and  thus  greater  force  will  be  demanded  in  the  mani- 
pulations ;  a  harmful'  factor  in  itself.  The  attempt  should,  of 
course,  be  made  in  the  absence  of  uterine  contractions. 

The  colpeurynter  is  a  valuable  agent  in  the  preservation  of 
the  membranes,  which  is  especially  important  in  this  type  of 
case,  as  foetal  death  frequently  occurs  during  labour  because 
of  prolapse  of  the  cord.  It  is  also  of  value  in  keeping  the 
tumour,  after  it  has  once  been  reduced,  out  of  the  small  pelvis 
during  the  engagement  of  the  head. 

If  the  tumour  cannot  be  replaced  it  becomes  important  to 
know  if  it  be  solid  or  cystic  in  nature,  and  if  this  point  cannot  be 
otherwise  determined  with  certainty,  it  is  permissible  to  use  the 
exploring  needle.  It  is  to  be  remembered,  however,  that  this  is 
a  diagnostic  and  not  a  therapeutic  measure.  Vaginal  section, 
allowing  as  it  does  for  drainage  afterwards,  is  preferable  if  it 
be  desired  to  evacuate  the  contents  of  a  cyst  in  this  region. 

Loehlein,  quoted  by  the  author,  advised  in  the  treatment 
of  these  cases  that  an  abdominal  section  be  performed  and  the 
tumour  elevated  and  removed,  the  birth  being  then  allowed  to 
take  place  spontaneously.  This  plan  has  the  advantage  that 
all  danger  of  sepsis  in  the  puerperium,  due  to  degeneration  of  the 
tumour,  will  be  avoided.  Of  course,  if  the  tumour  be  found 
impossible  of  removal  or  elevation  after  the  abdomen  has  been 
opened,  a  Caesarean  section  will  be  demanded.  Hohl,  on  the 
contrary,  and  in  this  he  is  supported  by  Fehling,  vehemently 
objects  to  this  method  of  procedure,  since  cases  of  fatal  bleeding 
have  been  reported  due  to  the  slipping  of  a  ligature  after 
removal  of  a  tumour  during  birth.  Such  an  objection  is  not,  in 
the  opinion  of  the  author,  valid,  since  care  in  the  application 
of  the  ligatures  and  the  avoidance  of  the  mass  ligature  will  avoid 
this  accident. 
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In  the  case  of  irreducible  solid  tumours  of  the  small  pelvis, 
a  vaginal  section  should  be  performed  if  they  can  be  removed 
in  this  ivay,  but  if  not  a  Caesarean  section  must  be  done,  and  in 
this  event  the  uterus  should  be  preserved  if  possible. 

Bland-Sutton,  in  his  post-graduate  lectures  delivered  at  the 
Polyclinic  (Lancet,  February  9,  1901,  et  siq,),  mentioned  that 
though  ovariotomy  during  pregnancy  was  successfully  performed 
in  1847  by  Burd,  in  1850  by  Atlee  and  by  Marion  Sims,  it  did 
not  find  favour  with  the  profession  till  Spencer  Wells,  in  1877, 
reported  nine  cases  with  one  death ;  now  it  is  the  recognised 
method  of  treatment  in  the  early  stages  of  pregnancy.  Performed 
before  the  fourth  month,  the  chances  of  abortion  are  very  small 
and  the  mortality  less  than  in  non -gravid  women ;  even  in  double 
ovariotomy,  before  the  fourth  month  the  risk  is  slight  and 
pregnancy  is  seldom  interrupted.  There  is  more  danger  in  the 
removal  of  a  parovarian  cyst.  After  the  fourth  month  the  risk 
is  that  of  an  ordinary  ovariotomy,  but  the  chance  of  abortion 
increases  with  each  month. 

Pregnancy  exerts  a  baneful  influence  on  ovarian  tumours ;  and 
ovarian  tumours  are,  as  a  rule,  inimical  to  pregnancy.  One  or 
both  ovaries  may  be  transformed  into  dermoids,  and  yet  be 
capable  of  yielding  fertilisable  ova,  and  it  is  a  remarkable  fact 
that  of  the  ovarian  tumours  complicating  pregnancy  very  many 
are  dermoids,  and  many  of  these  are  bilateral. 

When  an  ovarian  tumour  occupies  the  pelvis  and  o£fers  a 
mechanical  impediment  to  delivery,  the  foetus  almost  invariably 
dies,  the  cyst,  the  uterus,  or  the  vagina  may  rupture,  or  the 
tumour  may  be  extruded  into  the  rectum ;  with  the  exception  of 
rupture  of  the  uterus,  cases  are  quoted  of  the  mother's  recovery 
from  such  accidents.  Of  the  methods  of  dealing  with  labour 
when  obstructed  by  a  pelvic  tumour,  craniotomy,  forceps,  and 
version  may  be  thoroughly  condemned.  The  choice  lies  between 
reposition,"  pushing  up  the  tumour,  allowing  labour  to  be 
completed,  and  when  convenient  performing  ovariotomy,  and 
immediate  ovariotomy  and  delivery  by  forceps,  or  by  Caesarean 
section  if  the  tumour  cannot  be  extracted. 

Two  great  dangers  attend  reposition — rupture  of  the  cyst 
and  acute  twisting  of  the  pedicle — either  of  which  justify  an 
immediate  ovariotomy  in  a  non-pregnant  woman.  Bland-Sutton 
asserts  that  *'when  an  ovarian  tumour  complicates  pregnancy 
the  life  of  the  woman  is  imperilled  throughout  the  whole  of  the 
term  ;  the  peril  increases  with  each  succeeding  month  of  gesta- 
tion and  culminates  in  a  climax  with  labour  (or  abortion) "  and 
concludes  that  when  an  ovarian  tumour  is  discovered  during 
labour  and  impedes  delivery,  ovariotomy  should  be  performed. 
He  gives  four  instances  of  such  successful  ovariotomy  during 
labour  at  term,  two  completed  by  Caesarean  section. 
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When  the  presence  of  an  ovarian  tumour  is  not  detected  till 
after  the  birth  of  the  child,  the  two  great  dangers  are  rupture  of 
the  cyst  and  axial  rotation. 

Rupture  of  the  cyst,  even  of  a  dermoid,  is  not  necessarily 
fatal,  but  a  cyst  ruptured  during  delivery  may  put  the  patient's 
life  in  jeopardy,  or  in  many  instances  destroy  it ;  otherwise  it 
may  slowly  refill  and  have  to  be  removed  afterwards. 

Axial  rotation  more  commonly  affects  ovarian  tumours 
associated  with  a  pregnant  uterus,  than  any  other  viscus ;  it  may 
occur  early  in  pregnancy,  or  be  delayed  till  after  delivery  when 
it  is  favoured  by  the  rapid  diminution  of  the  uterus  and  the 
movement  which  this  organ,  as  it  sinks  into  the  pelvis,  imparts  to 
the  tumour.  The  axial  rotation  of  an  ovarian  cyst  may  obscure 
diagnosis,  as  it  always  tends  to  bring  the  tumour  into  the  middle 
line.  Such  rotation  not  only  menaces  the  life  of  the  patient, 
but  the  longer  it  is  allowed  to  persist  the  more  it  increases  the 
difficulty  and  therefore  the  risk  of  ovariotomy,  owing  to  the 
adhesions  formed  between  the  tumour  and  the  adjacent  viscera, 
especially  the  intestines. 

Playfair  {Lancet,  February  22,  1901)  characterises  the  asser- 
tion that  puncture  of  an  ovarian  tumour  impacted  in  front  of  the 
foetal  head  during  labour  is  always  bad  practice  as  a  sweeping 
conclusion  which  facts  do  not  justify.  When  the  services  of  a 
skilled  gynaecological  surgeon  are  available,  coeliotomy  should 
no  doubt  be  adopted ;  otherwise  a  preliminary  puncture  is  the 
simplest  and  probably  the  safest  procedure. 

McKerron  (Lancet,  March  9,  1901),  whose  important  paper 
on  "  The  Obstruction  of  Labour  by  Ovarian  Tumours  in  the 
Pelvis"  (1897)  is  referred  to  by  Bland-Sutton,  writes  :  «*  Where, 
as  most  often  happens,  circumstances  do  not  allow  of  imme- 
diate ovariotomy,  reposition  is  without  doubt  the  best  method 
of  dealing  with  this  complication,  .  •  .  and  it  will,  I  am 
convinced,  continue  to  obtain  the  sanction  of  the  most  advanced 
obstetric  authorities." 

Bland-Sutton  {Lancet,  February  16,  1901),  in  his  second 
lecture  dealing  with  pregnancy  associated  with  fibroids,  alludes 
to  the  collection  of  cases  published  by  Champneys  in  1877, 
which  show  that  fibroids  often  complicate  labour  and  frequently 
cause  death.  The  woman  is  in  danger  not  only  while  the  foetus 
is  in  the  uterus,  but  also  when  it  is  expelled,  either  prematurely 
or  at  term.  The  tumour  may  induce  abortion,  followed  by 
fatal  haemorrhage,  or  may  become  impacted ;  if  submucous  it 
may  become  septic  and  slough,  or  may  be  driven  out  before  the 
presenting  part,  or  more  frequently  be  extruded  five  or  six  weeks 
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after  child-birth.  A  submucous  fibroid  may  become  cedematous, 
and  when  the  uterus  empties  itself,  may  inflame  and  lead  to 
peritonitis  or  the  formation  of  extremely  vascular  adhesions. 
A  subserous  fibroid  with  a  long  pedicle  may  become  incar- 
cerated in  the  pelvis  and  simulate  an  ovarian  tumour,  though 
this  is  rare. 

Pain,  generally  due  to  impaction,  is  an  early  sign  of  fibroid 
associated  with  pregnancy,  but  though  in  very  many  instances 
the  patient  seeks  relief  because  her  tumour  has  rapidly  increased 
and  causes  pain,  she  rarely  suspects  that  she  is  pregnant. 
Impaction  may  also  cause  retention  of  urine,  and  probably 
accounts  for  the  frequency  of  abortion.  A  relatively  small 
fibroid  may  impede  the  ascension  of  the  uterus  as  it  enlarges  in 
pregnancy,  and  give  rise  to  great  trouble.  Several  cases  of  the 
removal  of  subserous  fibroids  from  the  gravid  uterus  are  given 
to  illustrate  the  way  in  which  the  organ  tolerates  surgical  opera- 
tions even  when  pregnant.  The  operations  were  in  all  cases 
undertaken  for  the  relief  of  pain,  and  generally  on  an  erroneous 
diagnosis,  the  swelling  being  taken  for  a  pyosalpinx,  an  ovarian 
cyst,  or  a  renal  tumour.  Pedunculated  or  sessile  fibroids  may 
cause  no  inconvenience,  but  a  tumour  that  interferes  with  the 
bladder  or  bowel  will  cause  pain,  and  one  that  becomes  incar- 
cerated and  prevents  the  uterus  rising  in  the  abdomen  will  not 
only  cause  pain,  but  will  provoke  abortion.  In  other  cases  the 
duration  of  pregnancy  may  be  normal,  and  the  child  may  be 
born  without  any  hindrance,  but  the  fibroid  may  endanger  the 
mother's  life.  Puerperal  septic  endometritis — a  serious  matter 
in  any  case — is  far  more  so  when  the  infected  uterus  contains 
fibroids.  Moreover,  necrosis  and  gangrene  of  the  tumour, 
generally  due  to  injury  by  the  sound,  dilators,  curette  or 
obstetric  forceps,  occasionally  happens  from  the  efforts  of  the 
uterus  to  expel  a  pedunculated  fibroid.  Sepsis  does  not  neces- 
sarily affect  a  parturient  woman  with  a  fibroid,  nor  when  it 
does  so  is  it  necessarily  fatal;  but  many  women  subjected  to 
hysterectomy  for  fibroids  state  that  they  never  had  pain  or 
suspected  the  existence  of  a  tumour  till  they  had  a  miscarriage, 
and  at  the  operation  it  is  then  generally  found  that  the  coelomic 
ostium  of  one  or  both  tubes  is  occluded  and  the  tube  distended 
with  sterile  serum  or  pus.  Septic  endometritis  after  labour  is, 
as  a  matter  of  fact,  responsible  for  far  more  cases  of  acute  and 
chronic  salpingitis  than  gonorrhoea.  Hysterectomy  is  justifiable 
when  it  is  found  that  a  fibroid  tumour  of  the  gravid  womb  offers 
an  insurmountable  obstacle  to  delivery  at  term  by  the  natural 
passages. 

Bland-Sutton  concludes  that,  associated  with  pregnancy, 
ovarian  tumours  have  given  more  trouble  than  fibroids,  but 
that  the  latter  have  been  far  more  lethal  owing  to  fatal  puerperal 
sepsis. 
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Donald  {Lancet ^  Tune  15,  1901)  reported  three  cases  of 
hysterectomy  for  rapidly  growing  fibroids.  He  held  that  fibroids 
seldom  but  sometimes  increased  the  dangers  to  pregnancy  by 
rapid  increase  in  size,  pressure  symptoms,  incarceration,  or 
degeneration  of  the  tumour,  rotation  of  the  uterus,  or  abortion. 
The  dangers  of  abortion  consisted  in  obstruction  to  delivery,  reten- 
tion of  the  placenta  or  membranes,  &c.  In  most  cases  it  was 
better  to  wait  till  term — when  it  might  be  necessary  to  perform 
Caesarean  section  or  hysterectomy ;  if  interference  was  impera- 
tive, the  choice  lay  between  hysterectomy  and  myomectomy. 
The  induction  of  abortion  should  be  abandoned.  Subserous 
tumours  of  fair  size  and  long  pedicles  should  be  removed  during 
pregnancy  to  avoid  the  risk  of  torsion. 

He  recommended  myomectomy,  when  possible,  in  order  to 
save  the  child.  The  conclusions  to  be  gathered  from  the 
discussion  were  that  the  dangers  attending  fibroids  of  the  gravid 
womb  were  serious  and  not  infrequent,  but  essentially  depended 
on  the  situation  of  the  tumours,  interstitial  and  submucous 
tumours  being  the  most  serious,  and  the  more  so  the  nearer 
they  were  to  the  cervix.  That  many,  perhaps  most,  cases  should 
be  left  alone  in  the  reasonable  hope  that  all  would  go  on  well ; 
that  the  induction  of  abortion  should  be  abandoned  ;  though  the 
danger  of  sepsis  had  been  lessened  by  modern  methods,  that  of 
liaemorrhage  was  increased  by  the  presence  of  the  tumours. 
That  even  in  the  upper  segment  fibroids  might  cause  such 
trouble  as  to  indicate  interference;  that  an  enucleation  might 
lead  to  an  unintended  hysterectomy,  and  often  was  unsatis- 
factory, as  fibroids  were  left  behind ;  that  in  patients  not  likely 
to  conceive  again  hysterectomy  was  better  than  enucleation,  and 
that  at  term  a  Porro  was  to  be  preferred  to  craniotomy. 

ScHALLER  (v,  B,  M.J,^  E.,  iQOi,  i.,  No.  377)  says  delivery /^r 
vias  naturales  can  nearly  always  take  place,  and  that  the  growth 
sometimes  disappears  or  becomes  much  less  after  delivery.  A 
myoma  interstitialis  if  situated  at  the  placental  site  may  make 
it  impossible  to  detach  the  placenta,  and  only  a  Caesarean  section 
will  then  save  the  patient's  life. 

Pregnancy  Complicated  by  Cancer. 

Bland-Sutton  {Lancet,  February  23,  1901J  looks  upon  canur 
of  the  neck  of  the  uterus^  which  is  an  exceptional  condition  among 
women  who  have  not  been  mothers,  as  the  most  appalling  of  all 
the  complications  of  pregnancy.  A  woman  may  conceive  even 
when  the  disease  is  well  advanced,  and  as  in  many  cases  cancer 
of  the  neck  leads  to  enlargement  of  the  uterus,  diagnosis  may  be 
obscure.    Just  as  a  mammary  cancer  increases  rapidly  during 
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lactation,  so  does  cancer  of  the  neck  after  conception,  and  even 
when  it  has  not  started  till  after  impregnation,  may  be  well 
advanced  a  couple  of  months  later.  Cancer  of  the  neck,  though 
not  a  rare  complication,  does  not  often  obstruct  delivery,  as  it 
predisposes  to  abortion,  or,  if  extensive,  to  the  death  of  the  fcetus, 
and  when  the  question  of  Caesarean  section,  the  proper  procedure 
when  pregnancy  goes  to  term,  arises,  it  should  always  be  ascer- 
tained whether  the  child  is  alive.  Before  the  mid  period  of 
gestation,  if  the  extent  of  the  disease  does  not  preclude  hope  of 
success,  the  uterus  should  be  emptied  and  removed  by  the 
vagina;  even  in  the  seventh  month  removal  of  the  cervix  has 
been  afterwards  followed  by  natural  labour  at  term.  Radical 
operations  have  been  more  successful  by  the  vagina. 

Tumours  of  the  pelvic  bones,  usually  chondromatous,  are  very 
uncommon ;  but  when  associated  with  pregnancy  offer  a  for- 
midable obstruction  to  delivery ;  the  complication  is  illustrated 
by  two  drawings  from  a  preparation  in  University  College 
Museum,  and  by  a  successful  hysterectomy  performed  by  Mr. 
Bland-Sutton  himself. 

Post-rectal  dermoids  occur  in  men  as  well  as  in  women. 
Skutsch,  in  a  woman  aged  28,  five  months  pregnant,  evacuated 
a  cyst,  extending  as  high  as  the  pelvic  brim,  through  a  trans- 
verse incision  in  the  perinaeum ;  the  woman  was  delivered  with- 
out difficulty  at  term. 

Bland-Sutton  mentions  four  instances,  three  in  women  and 
one  in  a  man,  in  which  the  kidney  was  a  pelvic  organ  ;  one  of  the 
women  was  pregnant  and  delivery  was  not  impeded.  He  also 
records  as  unique  the  successful  removal  of  a  displaced  spleen 
during  pregnancy,  followed  by  labour  and  birth  of  healthy  child 
at  term. 

Myomectomy  during  Pregnancy. 

Emmet  {American  Medicine,  June  29,  1901)  reports  nine 
myomectomies  during  pregnancy  with  delivery  at  term.  The 
paper  was  read  to  the  American  Gynaecological  Society  at 
Chicago  on  Tune  i,  1901,  and  as  the  views  of  our  distinguished 
American  colleagues  will  be  of  great  interest  to  our  readers,  we 
reproduce  the  paper  without  abridgment : — 

Pregnancy  in  the  myomatous  uterus  is  always  an  interesting 
subject,  because  it  is  of  sufficiently  frequent  occurrence  to  come 
within  the  range  of  each  of  us,  and  because  its  indications  are 
various  and  involve  the  life  or  death  of  the  fcetus  and  sometimes 
of  the  mother  as  well: 

Gutierrez,  quoted  by  Delageniere,  maintains  that  of  295 
myomatous  women,  51  become  pregnant.  If  these  statistics 
are  accurate,  it  would  represent  the  proportion  of  about  17 
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pregnancies  in  every  hundred  cases  of  myomas.  Durkee,  quoted 
by  Howard  Kelly,  makes  this  proportion  only  2-03  per  cent. 
Fortunately,  however,  no  such  proportion  even  as  this  latter 
one  presents  practical  difficulties  to  the  gynaecologist  or  obstetri- 
cian, for  it  is  an  established  fact  that  many  myomatous  uteri 
carry  their  pregnancies  to  term  and  through  delivery  without 
difficulty.  The  myomas  in  these  cases  are  either  pedunculated 
at  the  time  of  conception  or  become  so  dunng  the  pregnancy,  as 
a  rule,  but  a  number  of  cases  are  on  record  of  subperitoneal, 
sessile  tumours  in  or  near  the  fundus  which  have  presented  no 
serious  difficulty  at  term. 

All  authorities — prominently  among  these  Howard  Kelly,  of 
Baltimore  ;  Delagenidre  and  Dol6ris,  of  Paris,  give  the  following 
general  rules  regarding  the  indications  of  the  various  forms  of 
this  condition.  Small  myomas  and  those  situated  at  or  about 
the  fundus,  or  even  lower  in  the  body  of  the  uterus,  frequently 
do  not  interfere  with  normal  pregnancy  and  delivery,  if  these 
tumours  are  pedunculated.  Sessile  tumours  are  likely  to  cause 
abortions,  but  if  situated  at  or  near  the  fundus  they  need  not 
do  so.  When  myomas  are  situated  at  the  junction  of  the  uterus 
and  its  cervix,  or  in  its  lower  third,  myomectomy  is  justifiable 
and  indicated,  because  these  tumours  will  probably  interfere 
with  the  descent  of  the  uterus  into  the  pelvis  and  present  a 
serious  obstacle  to  delivery. 

These  data  divide  myomas  of  the  pregnant  uterus  into  three 
classes,  both  in  regard  to  prognosis  and  in  regard  to  indications. 
'J'he  first  division  consists  of  pedunculated  myomas  which  are 
not  likely  to  interfere  with  normal  pregnancy  and  delivery, 
unless  they  block  the  pelvis  from  their  size  or  situation,  and  do 
not  call  for  surgical  interference,  ptY  se.  The  second  class, 
embracing  subperitoneal  and  interstitial  tumours  of  the  body, 
frequently  prevents  the  completion  of  pregnancy,  but,  on 
account  of  the  liability  of  abortion  to  follow  their  removal, 
surgical  interference  is  not  indicated  as  an  elective  measure.  The 
third  class  embraces  sessile  or  partially  pedunculated  or  com- 
pletely pedunculated  tumours  so  situated  that  they  will  interfere 
with  the  descent  of  the  uterus  and  with  delivery,  and  thus 
necessitate  either  Cesarean  section  or  the  death  of  the  foetus, 
and  possibly  that  of  the  mother,  from  attempted  delivery 
through  the  natural  passages.  During  pregnancy,  subperitoneal 
and  interstitial  tumours  are  likely  to  increase  very  rapidly,  owing 
to  the  greater  supply  of  uterine  blood,  while  the  pedunculated 
do  not  share,  to  anything  like  the  same  extent,  in  this  increased 
nutriment. 

The  form  of  surgical  interference  always  indicated — where 
surgical  procedure  is  indicated  at  all — is,  I  think,  without 
question,  myomectomy.    The  excuse  in  these  cases  for  hyster- 
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ectomy,  which  has  been  largely  practised,  is  founded  on  the 
erroneous  belief  that  myomectomy,  owing  to  the  violence  done 
the  organ  and  the  consequent  uterine  contractions,  is  nearly 
always  followed  by  abortion.  Reliable  statistics,  extending 
over  more  than  twenty  years,  or  from  the  dawn  of  aseptic 
surjg;ery  to  the  present  day,  give  no  foundation  for  this  current 
belief,  and  my  own  experience  testifies  to  what  extensive  use 
myomectomy,  when  employed  with  adequate  precautions  against 
undue  violence,  may  be  applied  without  loss  of  the  fcetus. 

R.  H,  Turner,  of  Paris,  in  a  monograph  published  in  that 
city  in  1900,  gives  the  following  statistics  of  myomectomy  during 
pregnancy.     Between  the  years  1874  1890,  33  of  these 

operations  were  reported,  with  61  per  cent,  of  foetal  mortality 
and  36  per  cent,  of  maternal  mortality,  but  between  the  years 
1890  and  1900  the  reported  operations  are  44,  with  only  21  per 
cent,  of  foetal  mortality,  and  9  per  cent,  of  maternal  mortality. 
Of  the  79  per  cent,  of  pregnancies  in  the  latter  series,  or  34 
children  which  survived  the  operation,  25  went  to  term,  2 
went  to  8t  months,  2,  y\  months,  3  are  reported  as  having 
"  continued/'  ^  and  the  result  in  the  2  cases  is  uncertain. 

From  the  year  1900  to  April,  1901,  I  can  find  but  5  cases 
of  successful  myomectomy  during  pregnancy,  including  the  one 
I  am  now  about  to  report.  Doleris  reports  a  large  pedunculated 
myoma  removed,  but  though  he  reports  recovery  without  abor- 
tion, he  does  not  state  time  of  delivery,  Lewis  reports  removal 
of  a  subperitoneal  tumour  followed  by  normal  delivery.  Muir 
Evans  reports  removal  of  pedunculated  myoma.  The  patient 
was  in  her  eighth  month  and  doing  well  when  reported.  My 
patient  was  operated  upon  April  24,  1900,  and  was  deliver^ 
at  term.  Gemmel  reports  removal  of  3  myomas  in  early 
pregnancy  with  delivery  at  full  term.'  In  the  case  which  I  am 
about  to  report  I  removed  9  myomas,  all  sessile,  and  i  of  which 
was  deeply  interstitial.  This  case  presented  the  following 
history  : — 

Mrs.  T.,  aged  30,  twice  married,  first  marriage  three  years  ago,  second 
marriage  about  iwo  years  ago.  American  bom  ;  occupation  until  two  years  ago 
that  of  a  saleswoman.  Admitted  to  the  Woman's  Hospital  in  the  State  of  New 
York,  April  16,  1900.    She  first  menstruated  at  15  ;  has  always  been  somewhat 


'  Howard  Kelly,  in  his  "  Operative  Gynaecology, states  that  he  has  had  three 
myomectomies  during  pregnancy  which  continued  to  term,  and  gives  the  details 
of  one  case,  but  one  of  the  other  two  has  evidently  not  been  reported,  becanse  I 
can  find  reference  to  but  two,  either  in  Turner's  statistics  or  in  the  subseqaent 
literature. 

'  Ford,  of  Utica,  reports  five  cases  of  uterine  fibroids  complicatins;  pregnancy. 
In  one  case  he  reports  spontaneous  delivery  of  intrauterine  fibroid  six  months 
after  delivery,  but  in  none  of  these  cases  does  he  report  myomectomy  followed 
by  delivery  at  full  term. 
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irreguUr,  period  usually  occurring  every  Bve  weeks,  flow  scanty,  duration  three 
days,  with  severe  pain  on  first  day.  No  previous  pregnancies.  Last  menstrua- 
tion, January  17,  19C50.  Previous  history  otherwise,  as  well  as  family  history, 
negative.  On  admission  she  complained  of  almost  continual  backache  ;  bowels 
constipated :  breasts  somewhat  enlarged  with  darkened  areola  ;  slight  nausea  in 
the  morning  for  the  past  month.  Vaginal  examination  showed  a  large  uterus 
filling  the  pelvis  and  os  retroverted.  Several  myomas  can  be  felt  in  the  body  of 
the  organ.  No  distinct  objective  symptoms  of  pregnancy,  owing  to  presence  of 
tumours.    A  diagnosis  of  multiple  myomas  with  probable  pregnancy  was  made. 

Oper€Uion.—OTi  April  24,  1900,  with  the  assistance  of  Drs.  Sweeney,  Barfield 
and  Spalter,  internes  at  the  Woman's  Hospital,  I  opened  the  abdomen  by  a  large 
median  incision.  The  pfttient  was  put  in  Tiendelenberg's  posture  and  the  in- 
testines covered  and  pushed  up  with  a  large  flat  sea-sponge.  The  uterus  was 
grasped  with  the  hand  and  brought  upward  out  of  the  pelvis  and  was  found  tu  be 
studded  with  myomas  varying  in  size  from  that  of  a  hen's  egg  to  that  of  a  pea. 
The  majority  were  situated  in  the  neighbourhood  of  the  fundus  and  more  were 
pedunculated,  though  several  were  subperitoneal  for  two-thiids  of  their  calibre. 
Two  of  the  largest  and  most  prominent  of  these  were  situated  just  above  the 
cervix,  one  in  front  and  the  other  at  the  back  of  the  uterus.  The  position  and 
size  of  these  two  myomas  decided  me  to  perform  myomectomy,  even  at  the  risk 
of  abortion,  for  I  was  convinced  that  these  tumours,  largely  increased  in  size  as 
they  would  be  at  term,  would  make  normal  delivery  impossible.  It  seemed  to 
me  also  that  it  gave  the  woman  a  better  chance  and  would  not  materially  increase 
the  immediate  risk  of  interrupting  the  pregnancy  if  I  removed  all  the  myomas 
which  the  uterus  contained,  fur  if  I  succeeded  in  accomplishing  this  it  would 
contract  evenly.  I  was  not  aware  how  many  myomas  the  organ  contained  until 
I  had  removed  the  most  prominent  ones,  and  then  I  was  able  to  discover  several 
more  imbedded  in  the  body  of  the  uterus  and  not  distinguishable  at  the  first 
examination.  Qne  of  these  was  quite  large  and  could  not  be  felt  from  the 
surface  of  the  organ  ;  I  discovered  it  only  after  the  removal  of  a  prominent  one 
lying  in  its  immediate  neighbourhood.  Two  small  myomas  I  removed  through 
the  same  incision  in  the  peritoneum,  breaking  down  a  thin  layer  of  interstitial 
tissue  which  separated  them.  I  continued  to  removed  the  tumours  until  I  had 
obtained  nine,  closing  each  peritoneal  incision  with  continuous  catgut  ligature.  In 
several  instances  my  suture  was  carried  deep  down  into  the  interstitial  tij^sue. 
Having  carefully  examined  the  uterus,  I  was  convinced  by  its  symmetric  shape 
and  decrease  in  size  that  I  had  at  last  found  and  removed  every  tumour  which  it 
contained.  Nine  tumours  had  then  been  removed  through  eight  incisions. 
Bleeding  had  been  inconsiderable  during  the  operation,  and  finding  that  the 
slight  oozing  which  followed  the  closure  of  each  incision  had  practically  ceased, 
I  ousted  aristol  powder  freely  over  the  site  of  each  line  of  sutures  to  prevent  the 
formation  of  adhesions  with  the  intestines,  removed  a  few  small  blood-clots  from 
the  cul-de-sac  behind  the  uterus,  allowed  the  intestines  to  fall  down  and  fill  the 
pelvis  behind  the  uterus,  and  then  closed  the  abdominal  incision  with  through 
and  through  interrupted  sutures  of  silver  wire. 

The  patient  bore  the  operation  well,  and  beyond  a  small  abscess  in  the  con- 
nective tissue  of  the  abdominal  wall  at  the  lower  angle  of  the  wound,  which  was 
drained  and  carefully  dressed  as  soon  as  discovered,  her  convalescence  was  un- 
eventful. During  the  first  three  or  four  da^-s  after  the  operation  the  patient 
received  two  opium  suppositories  (U.S. P.)  daily  to  obviate,  so  far  as  they  might, 
any  tendency  to  uterine  muscular  contraction. 

The  most  important  points,  I  think,  in  the  technic  of  this 
operation  were,  first,  that  the  uterus  was  supported  and  held 
steadily  by  the  hand  of  my  assistant  grasping  it  posteriorly, 
great  care  being  used  to  avoid  jerking  or  handling  the  uterus 
unnecessarily  ;  secondly,  that  in  enucleating  each  myoma  I 
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avoided  drawing  the  tumour  up  out  of  its  bed,  but,  holding  it 
in  sitUf  pushed  back  the  peritoneal  and  insterstitial  tissue  which 
enclosed  it,  either  with  my  finger-nail  or  the  handle  of  the 
scalpel,  until  I  had  reached  the  bed  of  the  tumour  and  freed  it. 
This  method  was  slow,  but  it  reduced  excitation  of  the  uterine 
muscle  to  a  minimum  and  allowed  very  slow  and  gradual  con- 
traction of  the  bed  of  the  tumour.  Bleeding  was  reduced  to  a 
minimum  and  the  lines  of  suture  greatly  shortened.  I  am  con- 
vinced I  owe  it  to  this  consistent  effort  to  avoid,  by  every 
possible  means,  excitation  of  the  uterus,  that  abortion  was 
obviated. 

The  great  lesson  to  be  learned  from  this  case  is,  in  my 
opinion,  the  fact  that  hysterectomy  may  and  should  be  avoid^ 
in  all  cases  of  myomas  complicating  pregnancy.  If  pregnancy 
can  continue  after  so  prolonged  and  Irritating  an  operation  as 
a  9-fold  myomectomy,  I  cannot  believe  that  myomectomy  may 
not  always  be  practised  with  equally  as  careful  technic  as  was 
exhibited  in  this  case.  If  the  statistics  which  I  have  here 
collected  and  the  history  of  my  case  shall  save  a  proportion  of 
fcetal  lives,  by  showing  that  we  should  not  hesitate  to  give  the 
patient  and  her  child  the  chance  which  myomectomy  offers, 
great  good  will  have  been  accomplished. 

I  have  searched  all  records  most  carefully  for  all  the  cases 
of  this  condition  which  have  been  reported  up  to  date,  beginning 
with  Turner's  report  in  1874  ending  my  researches  with 
the  month  of  April,  1901.  As  Turner's  monograph  is  an 
elaborate  and  evidently  carefully  compiled  work,  and  is  acknow- 
ledged as  trustworthy  by  all  who  have  written  upon  the  sub- 
ject in  question,  I  have  accepted  his  statements  as  correct,  but 
from  1900,  when  his  statistics  end,  until  April  of  this  year,  I 
have  searched  and  verified  myself  the  reference  to  all  cases 
reported. 

After  convalescence  the  patient  returned  home  and  remained 
remarkably  free  from  all  pain  and  nausea.  Owing  to  the  great 
kindness  and  appreciation  of  the  authorities  of  the  Woman's 
Hospital,  to  whom  I  represented  the  very  unusual  importance 
and  scientific  interest  of  this  case,  and  that  she  was  unable  to 
provide  for  herself  fittingly  at  home,  I  was  enabled  to  place  this 
patient  in  the  hospital  for  her  accouchement.  Although  a  free 
patient,  she  was  given  a  private  room  and  special  nurses,  and 
she  and  her  baby  were  most  carefully  tended  until  I  judged 
her  fit  to  return  home.  I  cannot  say  too  much  in  appreciation 
of  this  action  of  the  Visiting  Committee  of  the  Board  of 
Governors  and  of  the  superintendent  through  whom  I  urged 
my  request.  All  rules  and  precedent  of  the  hospital  were 
suspended,  and  this  labour  case  was  ungrudgingly  admitted* 
not  on  grounds  personal  to  me,  but  solely  from  a  generous 
interest  in  the  success  of  a  case  of  unusual  importance. 
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Several  days  passed  beyond  the  date  of  her  expected  confinement  with  no 
symptoms  of  labour,  until  about  i  a.m.,  on  November  2,  the  patient  awoke  with 
a  violent  pain  of  long  duration,  followed  almost  immediately  by  a  second,  and 
with  this  pain  the  head  was  bom  with  great  force.  The  entire  duration  of  the 
labour,  from  the  time  the  head  engaged  until  the  birth,  was  twenty  minutes. 
In  the  course  of  a  half  hour  the  placenta  and  secundines  came  away  spon- 
taneously and  intact  and  the  uterus  contracted  firmly.  There  was  no  haemor- 
rhage, but  owing  to  the  rapidity  and  force  of  the  uterine  contractions  the  cervix 
was  deeply  Ia/:erated  and  the  posterior  vaginal  wall  was  torn  extensively,  almost 
down  to  the  sphincter  ani.  I  had  been  notified  at  my  house,  a  mile  away,  by 
messenger,  on  the  occunence  of  the  first  pain,  and  arrived  at  the  hospital  forty- 
five  minutes  later.  The  patient  was  so  exhausted  then  that  I  determined  to  put 
off  any  attempt  at  repair  until  later  in  the  day.  When  I  then  placed  her  under 
anaesthesia  and  thoroughly  examined  the  lacerated  posterior  vaginal  wall — I  did 
not  intend  to  operate  on  the  cervix — I  found  that  it  was  so  contused,  cedematou!, 
and  friable  that  I  judged  it  best  for  the  patient  not  to  attempt  operative  repair 
but  to  endeavour,  by  strict  asepsis  and  approximation  of  the  parts,  to  obtain 
the  best  results  possible.  To  this  end  her  legs  were  kept  tied  together  and  hot 
creolin  douches  with  a  Davidson  svringe  were  given,  by  an  experienced  nurse, 
every  three  hours.  Milk  appearea  on  the  third  day  abundantly.  I  kept  the 
patient  in  bed  for  three  weeks.  At  the  end  of  that  time  normal  involution 
bad  taken  place  in  the  uterus  and  cervix  and  the  posterior  wall  had  healed 
and  lay  well  up  in  contact  with  the  anterior.  She  left  the  hospital  with  her 
baby,  a  well-developed,  healthy  girl,  on  November  27,  1900,  feeling  entirely 
well. 

Her  convalescence  from  her  labour  was  uneventful,  and 
when  I  last  examined  her,  before  she  left,  the  abdominal  wall 
was  firm.  A  month  ago  she  came  to  my  office  to  report,  and 
I  foimd  a  small  abdominal  hernia  at  the  lower  angle  of  the 
wound  where  the  abscess  had  been.  She  confessed  that  as 
soon  as  she  left  the  hospital  she  began  to  do  heavy  house- 
work, including  the  family  washing,  and  about  a  month  there- 
after she  became  conscious  of  a  **  weakening  **  at  the  lower 
angle  of  the  wound.  The  uterus  now  is  less  than  three  inches  in 
length,  freely  movable,  and  in  normal  position,  while  the  cervix 
is  cleft  but  is  small,  not  everted  and  soft.  There  is  no  patho- 
logic laceration  there.  The  fascial  tension  of  the  floor  of  the 
pelvis  is  apparently  intact,  for  the  patient  is  entirely  free  from 
all  subjective  symptoms  referable  to  this  cause. 

Shortly  after  my  return  to  New  York  I  shall  operate  upon 
the  abdominal  hernia,  in  my  service  at  St.  Vincent's  Hospital, 
and  expect  to  find  no  difficulty  in  effecting  a  cure. 

Pregnancy  and  Labour  after  Myomectomy. 

West  {Medical  Record ,  August  17,  1901),  on  the  basis  of  the 
comparatively  large  number  of  instances  now  recorded  in  which 
pregnancy  and  labour  have  occurred  after  the  enucleation  of 
fibroids  from  the  uterus,  advocates  myomectomy  as  a  legitimate 
conservative  procedure.  He  reports  a  personal  observation  in 
which  nine  incisions  had  been  made  in  the  uterine  tissue  to 
remove  sixteen  tumours  ranging  from  the  size  of  a  hen's  egg  to 
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that  of  a  pea ;  each  incision  was  closed  by  chromicised  catgut, 
and  sh'ght  subsequent  haemorrhage  controlled  by  hot  compresses 
and  some  superficial  sutures.  The  patient  conceived  the  fol- 
lowing year,  twenty- two  months  after  the  operation,  and  bore 
a  boy  of  7*75  lbs.,  after  a  normal  labour  of  twelve  hours,  the  only 
accident  being  a  lacerated  perinaeum.  He  quotes  a  number  of 
other  cases ;  in  two  blood  or  amniotic  fluid  found  its  way 
through  a  fistula  in  the  abdominal  wound,  but  the  children  were 
born  healthy. 

Osteomalacia. 

Gayet  and  Bonnet  (Rev,  de  Chir,^  February,  1901},  say: 
The  disturbance  in  the  nutrition  of  the  bones  which  permits 
them  to  be  deprived  of  their  lime  salts  and  leads  to  the  softening 
of  the  skeleton,  may  be  local  or  general.  Local  osteomalacia 
may  be  traumatic,  infectious,  or  due  to  certain  nervous  affec- 
tions. The  traumatic  form  is  more  common  in  those  past 
middle  age,  is  usually  due  to  direct  violence,  and  generally 
affects  the  vertebral  column  or  the  tibiae.  That  infection  may 
cause  osteomalacia  is  not  absolutely  proved,  though  it  is  prob- 
able that  influenza,  tuberculosis,  or  syphilis  may  do  so.  The 
lesions  resulting  from  the  disease,  whether  local  or  general,  are 
very  variable,  and  show  nothing  specific.  Reporting  thirteen 
cases,  the  authors  conclude  that  it  is  probable  that  various 
disturbances  of  the  nervous  system  play  an  important  part  in 
the  aetiology  of  osteomalacia.  The  good  results  of  ovariotomy 
may  be  due  to  active  elimination  of  phosphates  under  the 
influence  of  the  ovarian  secretions ;  when  this  elimination 
ceases,  the  softening  process  does  so  also. 

Drennan  (New  York  Med,  Jour,^  September  28,  1901) 
attributes  the  softening  of  the  bones,  in  the  osteomalacia  of 
pregnancy,  to  the  absorption  by  the  fcetus  of  calcium  salts  from 
the  maternal  blood. 

FoTHERGiLL  (Edtn.  Med.  Jour.,  April,  1901^  reports  the 
case  of  a  Polish  nonipara  of  48  years,  who  haa  borne  eight 
living  children.  Towards  the  end  of  her  sixth  pregnancy  she 
began  to  suffer  from  pain  in  the  hips  and  legs  and  difficulty  in 
walking.  After  her  seventh  labour,  which  was  instrumental, 
she  slowly  improved,  and  became  free  from  pain,  but  the 
muscular  weakness  and  difficulty  in  walking  remained.  During 
her  eighth  pregnancy,  two  and  a  half  years  later,  the  pain 
returned  in  the  hips  and  legs,  and  also  affected  the  sacral  and 
lumbar  vertebrae  and  the  arms,  but  after  being  delivered  of  a 
dead  child,  she  again  improved  so  considerably  that  she  could 
walk  without  sticks.    Her  bad  symptoms  returned  when  she 
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again  conceived ;  the  child  was  delivered  by  Caesarean  section, 
and  the  pains  again  left  her  and  she  was  able  to  walk  without 
support.  With  the  exception  of  a  large  ventral  hernia  she 
remained  fairly  well  for  six  years,  but  noticed  a  gradual  altera- 
tion in  the  shape  of  her  body.  Then,  three  years  ago,  the  pain 
returned  in  the  back  and  legs,  became  very  severe,  and  extended 
to  the  chest  and  arms;  bronchitis  supervened  and  she  finally 
became  bedridden,  yet  under  appropriate  treatment,  including 
large  quantities  of  cod  liver  oil,  she  again  improved  and,  with 
slight  support,  was  able  to  walk. 

Fothergill  believes  osteomalacia  to  be  due  to  a  primary 
affection  of  the  central  nervous  system,  which  probably  begins 
in  the  nerve  cells  of  the  anterior  horns  of  the  spinal  cord.  In 
men  and  non-pregnant  women  internal  medication  should,  he 
thinks,  be  always  patiently  tried,  together  with  hygienic  and 
dietetic  measures.  In  women,  if  the  disease  continues  to  pro- 
gress, double  Oophorectomy  may  be  performed,  but  should  be 
followed  by  continued  medication.  In  early  pregnancy  he  re- 
commends the  induction  of  abortion,  followed  by  suitable 
medical  treatment ;  in  the  latter  months  one  has  to  choose 
between  the  induction  of  labour  and  Csesarean  section;  if  the 
abdomen  be  opened  the  ovaries  should  certainly  be  removed, 

Vrbanic  (Liecnic'ki  viestnik^  Nos.  3,  4,  1901),  Director  of  the 
Hospital  in  Gospi6,  in  the  course  of  four  years,  had  under  his 
care  twenty- nine  women  with  osteomalacia,  all  from  one  county 
in  the  south-west  of  Croatia,  and  finds  that  in  the  years  1898 
and  1899  there  were  eight  cases  of  the  same  disease  from  the 
adjoining  county  treated  elsewhere.  Five  of  his  own  exhibited 
the  progressive  and  twenty-five  the  chronic  form  of  the  disease. 
None  of  them  had  borne  less  than  two  children,  or  more  than 
ten,  and  there  were  more  multiparas  (above  four  children)  than 
parviparae.  Their  ages  ranged  from  25  to  35,  and  from  40  to 
45.  Two  of  them  were  sisters  who  were  victims  long  after  they 
had  been  separated.  He  cannot  believe  that  there  is  any  con- 
nection between  osteomalacia  and  rachitis,  though  he  saw  many 
children  of  osteomalacic  women  with  rickets,  and  others  with 
bad  caries.  He  believes  that  both  diseases  are  due  to  the  same 
setiological  factor.  Tuberculosis,  scrofula  and  rickets  are  very 
common  in  the  district. 

The  climate  of  that  part  of  Croatia  is  very  keen,  dry,  and 
healthy  in  general,  not  much  forest,  but  chiefiy  rocky  elevations. 
Geologically  it  is  tertiary  chalk.  Lofty  chains  of  mountains 
split  up  the  country  into  numerous  valleys,  in  which  there  is 
much  malaria  and  pellagra  (ergotism).  The  people  suffer  much 
from  tuberculosis ;  they  are  extremely  poor,  and  it  is  common 
for  several  famihes  with  numerous  children  to  share  confined 
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lowly  and  ill-ventilated  dwellings.  Their  food,  chiefly  starches 
and  milk,  is  inadequate.  The  women,  as  girls  generally  healthy 
and  well-developed,  soon  fall  away  after  marriage,  owing  to 
frequent  child-bearing,  prolonged  nursing,  premature  exertion 
after  child-bed,  and  above  all  bad  nourishment  and  hard  work. 
These  are  the  factors  that  have  most  to  do  with  the  chronic  form 
of  osteomalacia,  and,  owing  to  repeated  travail,  there  is  no 
chance  for  the  disease  to  be  arrested,  so  that  the  tardive  form 
passes  into  the  progressive. 

The  cause  of  endemic  osteomalacia  is  as  obscure  here  as 
elsewhere,  but  it  is  remarkable  that  it  infests  two  counties  only, 
forming  a  mountainous  region  with  poor  inhabitants,  and  is 
confined,  almost  without  exception,  to  women  who  have  borne 
several  children  and  suckled  them  overlong. 

The  symptoms  of  osteomalacia  appear  to  be  the  same  in 
Croatia  as  elsewhere;  in  one  pronounced  case,  however,  the 
pelvis  was  very  roomy  and  not  at  all  characteristic  of  the 
disease ;  another  was  complicated  by  ectopic  gestation. 

Most  of  the  patients  were  admitted  in  very  bad  condition 
after  being  ill  for  from  two  to  seven  years.  Four  cases  were 
pregnant  from  three  to  five  months;  in  two  of  these  women 
abortion  was  induced,  and  this  was  done  twice  in  another,  after 
which  she  was  castrated  and  cured.  One  sufferer  only  came 
into  hospital  after  nine  days  travail  with  an  extra-uterine  preg- 
nancy and  peritonitis,  and  died  twelve  hours  after  laparotomy. 
One  woman  had  been  delivered  by  forceps  before  admission. 

The  treatment  lasted  on  the  average  seventy  days.  Six 
patients  were  discharged  cured  (one  was  reported  so  six  months, 
and  two  two  years  afterwards) ;  all  the  remainder  were  greatly 
improved,  insomuch  that  they  were  able  to  walk,  at  the  latest, 
in  four  weeks. 

In  discussing  the  differential  diagnosis  the  author  mentions 
a  case  of  arthritis  deformans  which  closely  simulated  osteo> 
malacia,  especially  as  regarded  the  severe  pains  and  the  way 
of  walking. 

The  treatment  recommended  is  the  administration  for  from 
five  to  eight  months,  of  from  3  to  6  teaspoonsful  daily  of  a 
solution  of  2  parts  of  phosphorus  in  100  of  cod  liver  oil.  This 
alwaysgavebrilliant  results  without  any  inconveniences;  but  the 
author  insists  that  the  phosphorus  must  be  persevered  with  and 
in  sufficient  doses.  In  the  way  of  tonics  he  praises  quinine  and 
iron,  and  as  regards  baths  he  confirms  v.  Winckel's  statement 
that  the  chief  thing  is  water,  and  that  anything  added  thereto 
plays  a  subsidiary  part ;  he  found  simple  warm  baths  always  do 
much  good. 

The  indications  for  the  induction  of  abortion  or  premature 
labour  will  soon  pass  away,  since  with  the  recent  advances  in 
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surgical  technic  Caesarean  section  is  not  alarming.  It  must, 
however,  be  remembered  that  spontaneous  delivery  is  not 
impossible.  The  author  has  felt  himself  compelled  to  induce 
abortion  three  times  in  the  third  month,  when  the  woman  has 
been  very  weak,  has  suffered  severely  in  previous  labours,  or 
would  not  entertain  the  idea  of  Caesarean  section.  There  was, 
moreover,  the  circumstance  that  the  people  lived  a  long 
way  from  the  hospital,  and  were  unlikely  to  send  for  any 
obstetrician,  to  say  nothing  as  to  their  allowing  him  to  operate 
if  he  were  present.  This  was  the  reason  that  among  such  a 
large  number  of  osteomalacic  patients  there  were  so  few  of  the 
greater  operation.  Many  deaths  of  pregnant  women  before 
delivery  were  reported  to  him,  most  of  which  he  attributes  to 
osteomalacia;  he  therefore  thinks  that  the  precept  that  osteo- 
malacic women  are  to  be  kept  under  the  observation  of  the 
district  medical  officer  should  be  strictly  observed. 

The  induction  of  abortion  in  these  cases  is  a  very  difficult 
matter  on  account  of  the  narrowness  of  the  pelvis,  and  in  one 
case  the  author  was  unable  to  withdraw  a  tampon  he  had 
introduced  into  the  vagina  until  the  third  day ;  moreover,  the 
abortion  often  leads  to  serious  haemorrhage  and  collapse. 

In  one  case  castration  was  completely  successful,  permanent 
cure  being  ascertained  seven  months  later.  Pseudo- menstrual 
bleeding  occurred  twice,  three  months  after  the  operation. 

The  indications  for  the  treatment  are  in  conclusion  thus 
stated. 

In  the  osteomalacia  of  non-pregnant  women  diatetic  and 
internal  treatment  with  phosphorus  and  cod  liver  oil  should  be 
adopted,  castration  being  reserved  for  the  most  severe  cases. 
In  pregnant  women,  if  the  last  labour  was  an  easy  one,  or  at  least 
was  completed  without  obstetric  aid,  one  should  confine  one- 
self to  internal  treatment,  not,  indeed,  with  any  great  hope  of 
brilliant  results,  but  in  expectation  that  the  coming  labour  may 
be  completed  spontaneously;  if  the  last  labour  has  been  diffi- 
cult, the  patient  be  debilitated,  and  the  osteomalacic  processes 
far  advanced,  it  will  be  necessary  to  induce  abortion  or  prema- 
ture labour,  and  subsequently  castrate  the  patient.  At  term  an 
attempt  may  be  made  to  extract  the  child  by  the  forceps  before 
proceeding  to  perform  Caesarean  section. —  [From  Centtalh.  /. 
Gyn,,  No.  32,  1901.] 

Ectopic  Pregnancy. 

Bland-Sutton  (Lancet,  February  23,  1901),  at  the  close  of 
his  third  lecture  on  **  Pregnancy  and  Labour  complicated  with 
Tumours,'*  points  out  that  a  solid  ovarian  tumour  incarcerated  by 
a  gravid  uterus  has  been  mistaken  for  an  extrauterine  foetus,  and 
a  sequestered  extrauterine  foetus  may  be  a  formidable  obstacle 
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to  delivery  even  when  the  abnormal  pregnancy,  perhaps  not 
diagnosed,  has  been  almost  forgotten.  But  a  sequestered  foetus 
need  not  be  an  impassable  barrier  to  the  child.  At  the  autopsy 
of  a  woman,  aged  70,  such  a  fcetus  was  found  which  she  had 
carried  for  thirty-five  years ;  she  had  borne  four  children  before 
and  three  after  the  extrauterine  fcetation  (Leopold).  When 
contemporaneous  extra-  and  intrauterine  gestation  is  recognised 
in  the  early  months,  surgical  intervention  has  been  successful ; 
but  when  uterine  and  tubal  pregnancy  run  concurrently  and  go 
to  term  the  combination  is  most  disastrous.  In  five  instances 
mentioned,  both  children  being  quick,  all  the  mothers  died,  in 
two  both  the  children  also ;  both  the  children  lived  in  one,  and 
an  intrauterine  and  an  extrauterine  child  survived  respectively 
in  the  two  others.  In  a  sixth  case  Ludwig  was  happy  in  saving 
the  lives  of  the  mother  and  both  the  children. 

Eclampsia. 

Fehling,  Strassburg  (Ninth  Cong.  Deutsch,  Gcs.  /.  Gyn.y 
Giessen,  May  30,  1901),  said  that  in  regard  to  what  was  com- 
prehended by  the  term  eclampsia,  and  to  the  pathogenesis  of 
the  disease  so  called,  no  definite,  characteristic  anatomical  idea 
had  yet  been  given  us  by  pathological  anatomy. 

All  the  proffered  hypotheses  upon  the  essence  and  nature  of 
the  disease  have  proved  untenable ;  all  that  now  seems  certain 
is  that  eclampsia  is  an  intoxication  of  the  maternal  system ,  an 
intoxication  most  probably  of  foetal  origin. 

Wyder,  Zurich,  the  second  reporter,  discussed  the  clinical 
aspect  of  the  disease ;  among  the  prodromata,  which  in  most 
cases  may  be  noted  by  careful  observation,  an  important  part 
is  played  by  qualitative  and  quantitative  changes  in  the  renal 
secretion  (reduction  in  the  amount  of  urine,  albuminuria, 
cylinders,  casts,  renal  epithelium,  red  corpuscles).  CEdema  is 
common  and  is  worth  special  attention  when  it  affects  the  face. 
Other  forerunners  are  disturbances  in  the  central  nervous  system^ 
in  the  senses  or  in  the  digestive  system,  headaches,  hyper- 
aesthesia,  sleeplessness,  fibrillary  muscular  twitchings,  loss  of 
memory,  perverted  disposition,  troubled  hearing  and  vision, 
vomiting  in  the  second  half  of  gestation,  gastralgia,  &c.  No 
satisfactory  explanation  has  yet  been  found  for  the  rise  in 
temperature  that  frequently  takes  place  in  the  course  of  the 
disease;  hsemorrhagic  and  ansemic  necrosis,  parenchymatous 
haemorrhages,  embolism  of  hepatic  cells  may  have  some  part 
in  it. 

Acute  yellow  atrophy  of  the  liver,  occasionally  combined 
with  eclampsia,  should  have  the  same  aetiology  and  explain  the 
intrinsic  significance  of  the  jaundice  sometimes  observed.  The 
prognosis  in  every  case  is  very  doubtful.    Under  antisepsis  and 
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a  more  rational  treatment  the  maternal  mortality  has  indeed 
improved,  but  is  still  20  per  cent.  The  following  are  the  more 
important  elements  in  prognosis  : — 

(1)  The  time  at  which  the  fits  first  occur  ;  before,  during,  or 
after  labour;  the  prognosis  being  the  more  unfavourable  the 
earlier  the  fits  begin. 

(2)  The  intensity,  duration,  and  number  of  the  attacks,  and 
the  length  of  the  intervals  between  them. 

(3)  The  depth  of  the  coma,  the  rapidity  with  which  it  super- 
venes after  the  first  onset  of  the  disease  and  its  duration  in  the 
intervals  between  the  fits. 

(4)  The  reaction  of  the  child  to  the  eclampsia.  The  death 
of  the  child  is  favourable  for  the  mother. 

(5)  The  condition  of  the  urine.  The  less  the  change,  quali- 
tative and  quantitative,  in  the  secretion,  and  the  more  rapid  the 
return  to  normal,  the  more  favourable  the  prognosis. 

(6)  Pulse  and  temperature.  A  pulse  that  continues  small 
and  frequent  even  in  the  intervals  between  the  fits,  points  to 
impending  paralysis  of  the  heart. 

Treatment. — As  regards  prophylaxis  :  The  urine  should  always 
be  examined  in  pregnant  women,  and  should  there  be  a  positive 
result,  the  patient  should  be  placed  on  a  strict  milk  diet,  her 
bowels  be  regulated  by  gentle  aperients,  and  if  the  quantity  of 
urine  be  diminished,  the  kidneys  must  be  stimulated  by  mild 
diuretics.  Diaphoresis  is  to  be  encouraged  by  warm  baths  and 
packing.  If,  nevertheless,  further  premonitory  symptoms  appear 
(vomiting,  gastralgia,  headache)  one  should  induce  premature 
labour,  all  manipulation  for  that  purpose  being  under  anaesthesia. 

When  the  eclampsia  has  already  declared  itself  the  indica- 
tions are : — 

(1)  To  deliver  the  woman  as  sparingly  as  possible,  without 
any  excessive  regard  to  the  life  of  the  child.  It  is  best  to  dilate 
the  genital  canal  without  causing  any  loss  of  blood  (Hegar's 
instruments,  metreurysis). 

(2)  On  account  of  the  great  increase  in  reflex  irritability,, 
every  obstetric  manipulation  should  be  under  anaesthesia. 

(3)  The  labour  must  be  conducted  under  the  most  careful 
observation  of  all  antiseptic  and  aseptic  precautions. 

(4^  The  use  of  such  drugs  as  chloroform,  chloral  hydrate^ 
morpnia  and  veratrum  viride,  the  poisonous  effects  of  which 
upon  the  heart,  and  to  some  extent  upon  the  kidneys,  is  well 
known,  must  in  every  way  possible  be  regulated  to  suit  the 
individual  case,  and  should  be  as  limited  as  possible. 

(5)  To  promote  the  elimination  of  the  poison,  the  secretory 
functions  of  the  kidneys,  skin,  and  intestinal  canal  should  be 
carefully  stimulated  in  the  least  harmful  manner. 

(6)  At  least  partial  removal,  and  dilation  of  the  poisonous 
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matter  circulating  in  the  blood,  by  venesection  in  suitable  cases, 
and  by  subcutaneous,  intravenous  or  rectal  injections  of  normal 
salt  solution. 

(7)  Increase  the  oxidation  of  the  blood  by  inhalation  of 
oxygen. 

(8)  In  case  of  impending  collapse  of  the  heart  to  administer 
stimulants  such  as  ether,  camphor,  caffein,  &c. 

ScHMORL,  Dresden,  said  that  investigation  of  the  pathological 
anatomy  of  seventy-three  additional  cases  supported  the  state- 
ments he  had  formerly  made  and  showed,  in  contradiction  to 
the  thesis  laid  down  by  Fehling,  that  the  condition  found  after 
death  from  eclampsia  was  certainly  a  typical  one,  and  included 
a  whole  series  of  changes  in  different  organs,  which,  when  taken 
together,  and  not  each  one  by  itself,  were  quite  characteristic. 
Briefly  they  are  as  follows : — 

In  the  kidneys. — In  nearly  all  cases  degenerative  processes ; 
occasionally  necrosis  of  the  epithelium,  commonly  thromboses 
in  the  glomeruli  and  in  the  smaller  veins  and  arteries. 

In  the  liver, — Almost  invariably  degenerative  processes  in  the 
hepatic  cells  as  well  as  the  well  known  anaemic  and  haemorrhagic 
necroses.    The  haemorrhages  cannot  be  set  down  to  contusions. 

In  the  lungs. — Thromboses  of  the  pulmonary  vessels  are  very 
common  and  often  accompanied  by  haemorrhages;  there  are» 
moreover,  in  most  cases  fatty  embolisms  derived  from  the  sub- 
cutaneous cellular  tissue,  the  bone  marrow,  and  pelvic  connective 
tissue. 

In  the  brain. — In  fifty-eight  out  of  sixty-five  cases  he  found 
minute  haemorrhages  and  softening  foci  in  the  cortical  substance, 
crus  cerebri  and  nucleus  caudatus,  sometimes  associated  with 
thromboses. 

In  the  heart. — In  forty-two  instances  necroses  and  haemor- 
rhages in  the  muscular  tissue. 

Necroses  in  the  pancreas  and  suprarenal  capsules  were  also 
noticed.  Finally,  his  investigations  had  shown  that  no  sort  of 
importance  is  to  be  attached  to  embolisms  of  parenchymatous 
cells;  the  frequency  of  secondary  embolism  of  liver  cells  has 
been  overestimated ;  embolism  of  the  placental  cells  cannot  be 
esteemed  pathognomonic,  for  such  occur  where  there  is  no 
eclampsia. 

In  the  children  of  eclamptics  he  found  degenerative  processes 
in  the  renal  epithelium  and  haemorrhagic  processes  in  the  liver. 

Pathological  anatomy  at  all  events  proves  that  there  is  an 
alteration  in  the  blood  which  leads  to  these  several  phenomena. 
Where  we  are  to  find  the  source  of  this  alteration  is  not  yet 
discovered. 

In  the  discussion  Veit,  Leyden,  reported  a  new  method  of 
investigation  based  upon  the  fact  that  under  normal  circum- 
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stances  portions  of  villi  may  be  carried  into  the  maternal  circu- 
lation and  there  cause  the  formation  of  a  poison  (syncytiolysin) 
to  which  perhaps  the  typical  changes  of  pregnancy  are  due. 
Pathologically  an  increased  number  of  cells  may  so  enter  the 
maternal  blooid,  and  an  excessive  formation  of  poison  take  place. 
It  is  possible  that  in  this  way  an  antitoxin  may  be  discovered. 
CzBMPiN,  Berlin,  recognised  in  the  placenta  not  merely  a 


modification  in  the  products  of  metabolism. 

LoHLEiN,  Giessen,  and  Herzfeld,  Vienna,  thought  that  a 
predisposing  factor  was  to  be  found  in  compression  of  the 
ureters,  and  Lohlein,  moreover,  considered  the  induction  of 
premature  labour  was  justifiable  in  severe  nephritis  during 
pregnancy,  not  on  account  of  a  possibly  impending  eclampsia, 
but  to  prevent  the  transition  into  chronic  nephritis,  which  he 
had  himself  observed.  In  treatment  metreurysis  was  recom- 
mended by  Nagel,  Olshausen  and  L.  Meyer,  as  well  as  by 
Ldhlein.  Caesarean  section  is  rarely  justifiable.  The  results 
of  Everke,  KOstner,  and  Biermer,  are  far  from  encouraging. 

P.  MuLLER  and  Fritsch  both  insisted  on  the  importance  of 
prophylaxis,  and  that  with  sufficiently  careful  observation  such 
prophylaxis  might  be  successful. 

Fehling,  in  replying,  commented  upon  the  wealth  of  experi- 
mental works  which  the  selection  of  eclampsia  as  a  subject  had 
called  forth.  Though  at  present  no  positive  result  had  been 
obtained,  such  might  be  hoped  for  within  a  few  years.  The 
most  hopeful  methods  seemed  that  af  Veit  and  Halban. 


ScHROEDER  {Momts,  /.  Gch,  u,  Gyn.,  1901,  Bd.  xiii.,  S. 
206)  reports  thirteen  cases  of  Csesarean  section,  of  which  four 
were  fatal,  and  advocates  the  transverse  incision  as  recom- 
mended by  Fritsch  in  preference  to  the  longitudinal  one 
preferred  by  most  operators. 

The  first  fatal  case  was  one  of  cancer  of  the  cervix,  and  death 
was  due  to  peritoneal  infection ;  the  patient  had  been  a  long  time 
in  labour,  and  no  doubt  the  liquor  amnii  was  infected  by  the 
disease.  The  second  death  was  due  to  thrombosis  or  embolism, 
in  a  woman  reduced  to  extreme  anaemia  by  previous  haemor- 
rhages. The  third  was  caused  by  peritonitis ;  the  woman  had 
undergone  vaginofixation,  and,  after  the  abdomen  was  opened, 
the  uterus  could  not  be  brought  into  a  suitable  position  ;  some 
of  the  waters  escaped  into  the  peritoneum,  and  as  the  patient's 
temperature  at  the  time  of  the  operation  was  387°  the  liquor 
amnii  was  probably  infected.  In  the  fourth  instance  death 
followed  secondary  intervention  for  a  utero-abdominal  fistula 
left  by  the  Caesarean  section  :  this  woman  had  previously  under- 


system  of  vessels,  but 


destined  to  effect  a  chemical 
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gone  hysterotomy,  and  at  the  second  operation  it  was  found  that 
the  transversal  incision  of  the  first  had  left  no  traces  to  speak 
of ;  the  silk  threads  had  been  completely  absorbed. 

Schroeder  does  not  admit  that  any  of  these  deaths  should  be 
imputed  to  the  transverse  incision,  the  advantages  of  which  he 
insists  upon.  When  made  on  a  woman  in  the  Trendelenburg 
position,  this  incision  allows  the  waters  to  escape  over  the  thorax 
of  the  patient ;  the  peritoneum  is  thus  exposed  to  far  less  risk 
of  infection.  Moreover,  it  is  the  best  way  to  avoid  the  placenta  ; 
in  only  one  of  the  thirteen  cases  did  the  placenta  lie  on  the 
fundus.  Of  course,  if  one  should  happen  upon  the  placenta,  it 
is  best  to  cut  freely  through  it,  extract  the  child  at  once,  when 
the  haemorrhage  will  be  promptly  reduced  by  the  involution 
of  the  uterus  which  immediately  follows  delivery.  As  the 
transverse  incision  is  parallel  to  the  vessels  of  the  fundus,  it 
is  not  followed  by  more  haemorrhage  than  the  longitudinal  one. 

Among  ninety-four  cases  of  the  transverse  incision,  published 
in  this  article  and  elsewhere,  Schroeder  has  only  found  fourteen 
in  which  any  considerable  haemorrhage,  at  the  time  of  the 
incision,  is  lecorded,  and  in  most  cases  it  is  stated  that  the 
bleeding  ceased  when  the  uterus  contracted.  Moreover,  haemo- 
stasis  can  always  be  secured  by  suture  of  the  incision  or  of  the 
angles  of  the  wound  near  the  tubes.  In  three  instances  only 
the  haemorrhage  persisted  in  spite  of  the  means  employed  to 
control  it,  without  any  apparent  reason  except  atony  of  the 
womb  ;  atony  in  no  way  connected  with  the  method  of  section. 
Circular  compression  of  the  neck  of  the  uterus  would,  of  course, 
be  useless,  as  it  would  not  affect  the  vessels  of  the  fundus. 

The  rapid  extraction  of  the  foetus  is  the  best  haemostatic,  since 
the  uterus  immediately  contracts  upon  itself,  and  the  incision  of 
Fritsch  has  the  very  great  advantage  of  securing  such  rapid 
extraction.  By  it  one  almost  invariably  comes  upon  one  end  of 
the  child,  either  the  head  or  the  breech;  by  the  longtitudinal 
incision,  upon  the  trunk.  When  the  fcetus  has  been  removed 
it  is  perfectly  easy  to  inspect  the  whole  of  the  uterine  cavity 
down  to  the  lower  segment ;  the  membranes  can  thus  be  with- 
drawn entire,  leaving  no  fragment  to  occlude  the  cervix  and  so 
cause  retention  of  the  lochia.  The  objection  has  been  made  that 
the  transverse  incision  is  likely  to  be  followed  by  adhesions  to 
the  intestines,  but  the  gravid  uterus  being  normally  in  ante- 
flexion, the  suture  comes  into  direct  contact  with  the  abdominal 
wall  much  more  exactly  than  the  classical  anterior  incision, 
which  only  does  so  at  its  upper  end. 

Such  adherence  to  the  abdominal  wall  is  a  great  advantage 
in  case  of  suppuration ;  it  is  true  that  the  result  may  be  ventro- 
fixation, but  that  will  not  entail  any  great  inconvenience  in 
future  pregnancies. 
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JosEPHSON  {Nord.  med.  Arkiv.^  xxxiv.,  i)  reports  a  case  of 
Caesareaa  section  by  Fritsch's  incision,  followed  by  intestinal 
occlusion ;  on  reopening  the  abdomen,  the  colon,  some  loops  of 
the  small  bowel  and  the  great  omentum  were  found  to  be 
adherent  to  the  uterine  wound.  The  adhesions  were  separated 
without  much  difficulty,  and  the  fundus  was  fixed  to  the  abdo- 
minal wall.  The  patient  showed  some  signs  of  intestinal  paresis 
for  several  days,  and  a  month  after  the  first  attack  again  suffered 
from  occlusion,  which,  however,  yielded  to  medical  treatment. 

Josephson,  while  he  recognises  the  advantages  of  the  trans- 
verse incision,  especially  in  regard  to  the  position  of  the  placenta 
and  the  easy  extraction  of  the  fcetus,  considers  the  possibility 
of  diffuse  suppuration  or  intestinal  adhesions  due  to  the  sutured 
uterine  wound  too  great  a  risk,  and  declares  that  in  future  he 
will  return  to  the  classical  longitudinal  incision. 

CiESAREAN  Section  :  Tamponade  of  the  Uterus. 

ViCARELLi  (Archivio  di  Ost,  e  Gin.,  July,  1901)  recommends 
that  in  conservative  Caesarean  section,  after  the  fcetus  and  mem- 
branes have  been  removed,  the  uterus  should  be  plugged  with 
sterilised  gauze,  the  end  of  which  has  been  passed  through  the 
cervical  canal  into  the  vagina.  He  says  that  this  tamponade 
(i)  is  reasonable  in  application  and  particularly  effective  in  pre- 
venting haemorrhage  and  infection  ;  (2)  very  simple  in  execu- 
tion ;  (3)  does  not  impede  the  discharge  of  the  lochia,  the  normal 
involution  of  the  uterus,  or  the  cicatrisation  of  the  wound ;  (4) 
may  without  any  inconvenience  be  removed  by  the  vagina  during 
any  of  the  first  three  days  of  the  childbed  ;  (5)  allows  the  time 
for  the  performance  of  the  section  to  be  chosen  without  regard 
to  the  commencement  of  labour,  without  fear  of  haemorrhage 
from  uterine  inertia. 

Seven  cases  have  been  successfully  treated  by  this  tamponade, 
though  the  patients  were  threatened  with  the  two  dangers, 
haemorrhage  and  infection,  from  which  we  have  most  to  fear. 
Moreover,  the  more  recent  cases,  mcluding  the  one  he  now 
reports,  were  operated  on  at  term,  but  before  labour  had  begun, 
without  suffering  any  inconvenience  on  that  account. 

From  the  operative  or  didactic  point  of  view,  as  also  in  regard 
to  the  prognosis  for  the  mother  and  child,  there  is,  he  insists, 
a  great  advantage  in  not  being  constrained  to  wait  till  labour  has 
set  in  and  the  cervix  begun  to  dilate. 

F.  E. 

CESAREAN  Section. 

Clarence  Webster  {Amer.  Joum.  OhsUi.,  February,  1901) 
successfully  performed  Caesarean  section  upon  a  girl,  aged  13, 
with  a  pelvis  justo  minor;  she  was  of  weak  intellect  and  no 
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history  could  be  obtained,  but  she  was  about  eight  months 
pregnant,  and  conception  must  have  taken  place  at  the  age  of 
twelve  years;  C.V.  9*2  cm.  She  had  severe  haemorrhage  and 
tendency  to  syncope,  with  a  rapid  and  thready  pulse ;  the  uterus 
was  in  tetanic  spasm ;  any  manipulation  increased  the  loss  of 
blood,  and  the  parts  were  very  narrow.  The  fcetus  (head  pre- 
senting to  the  right)  was  in  a  position  of  dorso-flexion ;  it  was 
well  developed  for  the  eight  months.  The  placenta  was  attached 
one  quarter  upon  the  lower  segment  and  the  rest  upon  the 
posterior  wall  of  the  uterus. 

CESAREAN  Section  for  the  Third  Time. 

Wiener  {Monats.  f,  Geb.  u,  Gyn,,  April,  1901),  relates  the 
following  case :  A  dwarf  had  imdergone  Caesarean  section  twice, 
and  after  the  second  operation,  in  1887,  the  wounds  in  the 
abdominal  wall  and  uterus  had  reopened  and  suppurated;  a 
utero-abdominal  fistula  was  left  which  gradually  dried  up,  but 
the  infundibulum  in  the  skin,  at  the  bottom  of  which  it  had 
opened,  remained  .constantly  choked  with  thick  scabs ;  no  blood 
had  ever  been  discharged  from  it  at  the  menstrual  periods. 

On  January  3,  1901,  she  was  admitted  into  the  hospital  as  an 
urgent  case ;  pale,  anaemic,  and  steeped  in  blood ;  from  the  bottom 
of  the  old  fistula  a  jet  of  blood,  of  the  calibre  of  a  knitting  needle 
spouted  from  time  to  time.  The  patient  was  in  a  state  of 
syncope  and  the  orifice  having  been  plugged,  the  first  business 
was  to  restore  her.  A  rapid  examination  then  showed  that  she 
was  eight  months  pregnant ;  her  conjugata  vera  was  775  cm. ; 
the  sounds  of  the  fcetal  heart  were  inaudible. 

In  fear  of  renewed  haemorrhage,  and  in  view  of  the  narrow- 
ness of  the  pelvis,  Caesarean  section  was  at  once  undertaken. 
The  fistulous  aperture  was  closed  by  forceps,  and  the  abdomen 
was  opened.  After  the  separation  of  numerous  firm  adhesions 
between  the  uterus  and  the  abdominal  wall,  the  intestines  and 
omentum,  the  uterus  was  opened  transversely,  and  the  child, 
which  was  just  dead,  was  easily  extracted;  it  weighed  2,000 
grammes.  The  intervention  was  completed  by  Porro's  method 
and  by  the  resection  of  the  cicatricial  tissue  of  the  abdominal 
wall,  which  was  accurately  closed  by  sutures.  Saline  injections 
were  used  freely,  and  the  patient  regained  consciousness  and 
recovered  without  any  incident. 

The  anterior  wall  of  the  removed  uterus  measured  4-5  cm.  in 
thickness,  and  consisted  chiefly  of  cicatricial  tissue  ;  the  infundi- 
bulum in  the  skin  extended  into  the  wall,  but  did  not  communi- 
cate with  the  cavity  of  the  uterus ;  the  placenta  was  situated  on 
the  anterior  wall,  and  to  its  detachment  one  must  attribute  the 
violent  haemorrhage  which  had  taken  place. 
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Baldy  {Amtr.  Joum.  Obstet,^  January,  1901)  performed 
Caesarean  section  in  the  following  case :  A  woman,  pregnant 
about  seven  months  and  a  half,  was  found  to  have  an  enormous 
cauliflower  cancer  of  the  rectum,  commencing  about  2-5  cm. 
above  the  sphincter.  She  was  in  a  state  of  extreme  cachexia, 
and  suffering  constant  griping  pains,  and  vomited  nearly  every- 
thing that  she  took.  The  induction  of  premature  labour  would 
no  doubt  have  reheved  her,  but  even  if  it  were  possible  for  the 
foetus  to  be  delivered  by  the  aid  of  forceps,  it  was  much  to  be 
feared  that  the  tumour  might  be  seriously  crushed,  and  that  the 
woman  might  die  from  haemorrhage  or  shock.  After  the  child 
had  been  removed  by  Caesarean  section  the  condition  of  the 
mother  improved  greatly,  and  the  child,  though  weighing  only 
1,700  grammes  at  birth,  seemed  likely  to  develop  normally. 

J.  F.J. 

Glass  {Medical  News,  June  15,  1 901),  reporting  two  successful 
Porro-Caesarean  operations,  the  first  on  account  of  a  cervical 
carcinoma  invading  the  posterior  vaginal  wall,  and  the  second 
on  account  of  a  sloughing  cord  presenting  after  several  days* 
labour,  implying  a  dead  child  and  presumably  a  septic  uterus, 
insists  that  in  view  of  the  practically  identical  mortality  of  the 
classical  Caesarean  section  and  the  Porro  operation,  tubal  excision 
for  the  purpose  of  sterilisation  and  prevention  of  future  pregnancy 
is  unwarrantable,  as  the  uterus  is  left  without  any  function  to 
perform  and  may  be  a  source  of  subsequent  trouble ;  but  that 
whenever  possible  an  ovary  or  part  of  one  should  be  preserved, 
as  the  influence  of  the  ovarian  secretion  on  general  nutrition  and 
in  preventing  the  nervous  disturbance  incidental  to  the  early  and 
artificial  menopause,  has  been  conclusively  proved.  The  patient 
in  the  first  case  died  from  nephritis,  supervening  upon  recurrence 
in  the  bladder,  one  year  after  the  operation. 

CiESARBAN  Section  for  Placenta  PRiEviA. 

DoNOGHUE  (Boston  Med,  Surg,  /.,  Dec.  6,  1900)  narrates 
a  case  of  successful  Caesarean  section  for  central  placenta 
praevia  on  a  woman,  aged  40,  who  had  lost  much  blood  ;  the 
operation  took  forty-five  minutes,  and  both  mother  and  child  did 
well. 

At  the  County  Medical  Society  {Phil,  Med,  Jour,,  March  23, 
1901),  Boyd  read  a  paper  on  the  **  Indications  for  Caesarean  Section 
in  Placenta  Praevia."  In  the  Philadelphia  Lying-in  Charity  there 
has  been,  in  2,887  deliveries,  one  instance  of  placenta  praevia  in 
every  107  cases;  he  estimated  the  maternal  mortality  at  from 
10  to  12  per  cent.  The  foetal  mortality  had  been  81*5  per  cent. 
He  held  that  if  haemorrhage  came  on  before  the  foetus  was  viable, 
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forceps  delivery  or  version  might  suffice,  but  that  after  viability 
Caesareaa  section  was  indicated. 

In  the  discussion  great  exception  was  taken  to  this  view. 
Hirst  said  that  the  mortality  had  been  placed  too  high ;  he  had 
himself  in  twenty-four  cases  not  had  any  maternal  death,  and 
considered  that  anyone  attending  enough  cases  to  be  called  a 
specialist  should  look  for  a  death  rate  for  the  mothers  of  less 
than  I,  and  for  the  children  of  less  than  50  per  cent.  Caesarean 
section  was  not  justifiable  on  account  of  the  infant  mortality 
because  it  increased  the  risk  for  the  mother.  Wilson,  even  in 
the  most  serious  cases,  would  prefer  to  penetrate  the  placenta 
and  turn.  Norris  did  not  approve  of  Caesarean  section  as  a 
method  of  dealing  with  placenta  praevia,  and  thought  that  the 
statistics  of  the  operation  in  the  hands  of  specialists  had  a  bad 
effect  on  practitioners. 

Gillette  {American  Medicine,  June  22,  1901)  admitting  that 
the  high  foetal  mortality  is  the  only  indication  for  a  new  opera- 
tion for  placenta  praevia,  thinks  that  Caesarean  section,  if  generally 
adopted,  would  reduce  this  mortality  to  10  per  cent,  or  less, 
without  greater  danger  to  the  mother  than  such  as  is  usually 
incurred  during  any  of  the  current  methods  of  treatment.  The 
classical  operation  should  be  adopted  when  the  uterus  contracts 
firmly  and  there  is  no  probability  of  infection,  and  when  the 
patient  is  in  a  condition  to  withstand  the  shock  of  a  prolonged 
operation ;  but  when  the  uterus  does  not  contract  firmly,  so  that 
haemorrhage  is  probable,  and  when  the  patient  is  unable  to 
withstand  shock,  the  Porro  operation  is  in  his  opinion  the  only 
procedure  warranted. 

Fry,  in  an  article  on  "  The  Relative  Merits  of  Bipolar  Ver- 
sion with  slow  Extraction  and  Accouchement  Force  in  the 
Treatment  of  Placenta  Praevia,"  calls  attention  by  his  table  to 
the  large  proportion  of  primiparae— seven  out  of  the  fourteen 
cases  reported,  or  50  per  cent.  Bipolar  version  and  slow 
extraction  were  employed  nine  times ;  membranes  ruptured  and 
delivery  left  to  nature,  once  ;  tampon  and  natural  delivery,  once ; 
forceps  extraction,  four  times,  including  one  application  to  the 
after-coming  head  following  bipolar  version.  All  of  the  mothers 
recovered,  and  five  out  of  the  fifteen  infants  were  born  alive. 
Of  the  children  lost,  two  (twins)  were  not  viable,  one  was  at  the 
seventh  month,  and  four  were  dead  when  the  case  came  under 
observation. 

The  following  comments  on  the  above  subject  {American 
Medicine,  June  29,  1901)  are,  we  think,  quite  justified,  and  will 
find  general  acceptance  : — 


Rupture  of  the  Uterus 
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"  The  recent  advocacy  of  this  radical  treatment  for  placenta 
praevia  demands  a  word  of  comment  and  caution,  and,  possibly, 
a  word  of  condemnation.  The  one  argument  in  its  favour  is 
that  it  reduces  the  fearful  fcetal  mortality  in  these  cases.  But 
the  question  is,  whether  an  increased  maternal  mortality  will  not 
«nsue  if  such  a  procedure  is  extensively  adopted.  The  splendid 
results  attained  by  Fry,  of  Washington,  who  employed  bipolar 
version,  thus  saving  fourteen  mothers  and  five  children  in  four- 
teen cases  of  placenta  praevia,  and  by  De  Lee,  of  Chicago,  in 
the  use  of  the  tampon  in  a  series  of  twenty-five  cases  without 
maternal  mortality,  show  pretty  conclusively  that,  if  proper  care 
is  taken,  the  maternal  death-rate  may  be  very  satisfactory.  This 
condition  is  rarely  recognised  until  labour  is  in  progress.  It  is 
usually  diagnosed  and  treated  by  the  general  practitioner,  and 
he  is  generally  better  equipped  for  the  treatment  of  this -com- 
plication by  version,  and  other  conservative  methods,  than  by 
Cesarean  section,  and  if  such  radical  teaching  should  be  dis- 
seminated and  be  adopted  we  believe  the  maternal  and  foetal 
mortality  would  be  increased.  It  is  unfair  to  apply  to  these 
cases  of  ectopic  placenta  the  admirable  statistics  of  Zweifel, 
Olshausen,  Reynolds  and  others,  who  have  reduced  the  mortality 
of  the  Caesarean  operation  to  3  per  cent,  in  elective  cases 
for  contracted  pelves.  The  pathologic  condition  is  essentially 
different,  the  choice  of  time  for  operation,  and  often  the  diag- 
nosis of  lesion,  radically  different,  and  the  results  will  vary 
materially.  Caesarean  section  for  placenta  praevia  will,  probably, 
always  be  a  dramatic  maternity-hospital  operation,  only  applic- 
able occasionally,  and  never  generally  adopted  by  the  rank  and 
file  of  medical  men  for  the  relief  of  this  dangerous  complication 
of  gestation." 

Rupture  of  the  Uterus. 

Klien  {Therap,  Monatsh,^  May,  1901),  concludes  on  the  basis 
of  347  available  cases  which  he  has  collected  that  in  practice 
the  best  results  are  given  by  drainage  with  a  rubber  tube. 
Drainage  or  plugging  of  the  laceration  or  of  the  uterus  with 
gauze  was  far  less  successful.  Only  in  the  case  of  danger- 
ous haemorrhage  should  operation  be  at  once  resorted  to  on 
the  spot.  The  escape  of  the  child  into  the  peritoneal  cavity 
does  not  indicate,  by  itself,  coeliotomy  if  delivery  is  possible 
per  vias  naturaUs.  If  when  coeliotomy  has  been  resorted  to  on 
account  of  dangerous  haemorrhage  the  wound  is  found  to  be  a 
simple  one,  and  there  is  no  fear  of  infection,  the  laceration  may 
be  stitched  up,  otherwise  the  supravaginal  amputation  of  the 
uterus  should  be  performed,  the  treatment  of  the  stump  being 
intra  or  extraperitoneal,  according  to  the  circumstances  of  the 
case.    Vaginal  total  extirpation,  which  is  to  be  recommended 
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in  case  of  extensive  anterior  or  posterior  laceration  when  there 
is  fear  of  infection,  is  not  to  be  thought  of  when  the  tear  is 
ascertained  to  be  at  one  side,  as  perfect  hasmostasis  is  in  such 
cases  not  infrequently  impossible. 

Tarnier's  Dilators. 

Cavacini  {AtchiviodiOst,  e  Gitt,^  May  1901),  feels  justified,  from 
practical  experience  of  Tarnier's  dilators,  in  saying  that  though 
these  instruments  are  far  from  bemg  perfect  as  regards  their 
metallic  nature,  their  construction,  and  mechanism,  their  dis- 
advantages are  rather  less  than  those  of  any  similar  instruments 
made  of  metal.  The  principle  on  which  they  are  designed 
makes  them  an  efficient  means  of  effecting  rapid  dilatation,  but 
the  dangers  inherent  in  such  rapid  methods  are  grave  reasons 
against  the  use  of  the  necessary  amount  of  force  in  ordinary 
cases.  The  cautious  procedure  adopted  in  the  Florence  Clinic 
is  a  valuable  means  of  avoiding  the  possible  disasters  of 
mechanical  dilatation,  and  the  delay  it  entails  does  not  prevent 
the  results  obtained  from  being  very  satisfactory. 

The  Florence  method  is  as  follows :  The  dilation  is  begun 
by  Hegar's  or  similar  dilators  and  then  the  uterus  is  plugged 
with  iodoform  gauze  as  recommended  by  DOhrssen.  When 
this  is  removed  at  the  end  of  thirty-six  to  forty-eight  hours  the 
dilators  of  Tarnier  are  employed  to  complete  the  dilatation. 

In  the  great  majority  of  cases  in  which  the  necessity  for 
dilatation  of  the  uterus  may  arise,  Tarnier's  dilators  used  in  this 
way  will  be  of  much  assistance  and  may  be  recommended. 

F.  E. 

Puerperal  Thromboses  of  the  Veins  of  the  Small 
Pelvis. 

Heidbmann  {Monats,  /.  Geb,  u,  Gyn.,  April,  1901)  has  met 
with  the  ordinary  form  of  puerperal  thrombosis  affecting  the 
superficial  varices  of  the  thigh  or  leg,  and  generally  coming  on 
about  the  second  day  after  delivery,  30  times  in  1,200  cases. 
There  is  another  kind,  much  more  serious  and  not  quite  so 
frequently  seen,  in  which  the  clots  develop  in  the  veins  of  the 
small  pelvis,  and  this  he  has  observed  in  27  instances.  This 
form  is  frequently  associated  with  uterine  infection ;  it  is  very 
insidious  for  fever  is  sometimes  absent,  and  the  clots  in  the 
lower  limbs  which  afterwards  develop  do  not  in  this  case  show 
themselves  till  the  end  of  the  first  week.  However,  from  the 
early  days  of  the  childbed  troubles  may  be  observed  that  which 
may  be  looked  upon  as  prodromata,  and  which  suggest  infection  : 
headache,  general  lassitude,  weakness  of  the  heart,  and  gastric 
symptoms,  with,  moreover,  tenderness  on  pressure,  either  over 
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the  uterus  or  cavity  of  the  pelvis,  at  the  side  on  which  the 
thrombosis  is  about  to  form ;  this  tenderness  extends  as  far  as 
to  where  Poupart's  ligament  is  crossed  by  the  femoral  vein.  At 
the  same  time  a  sign  appears  to  which  Heidemann  attributed 
much  importance,  and  this  is  abdominal  meteorism,  depending 
perhaps  on  a  septic  intoxication  derived  from  the  uterus  acting 
upon  the  terminal  nerves  of  the  intestine. 

The  prognosis  depends  greatly  upon  the  condition  of  the 
heart;  for  the  coagulation  to  be  arrested  and  retrocede,  the 
weakness  that  is  generally  present  must  be  remedied,  and  the 
abdominal  meteorism  has  a  pernicious  effect  on  the  heart. 

No  doubt  these  thromboses  are  due  to  infection  through  the 
seat  of  the  placental  insertion;  in  four  instances  Heidemann 
verified  the  formation  of  the  clots  on  the  same  side  of  the  uterus 
as  that  upon  which  the  placenta  had  been  inserted. 


Hypodermic  Injection  of  Quinine  in  Puerperal  Infection. 

AuFRECHT  {Therap.  Monaish,,  May,  190 1),  has  found  the 
subcutaneous  injection  of  quinine  a  useful  addition  to  local 
measures  in  the  treatment  of  puerperal  fever.  He  was  led  to 
try  it  by  the  good  effects  of  such  injections  in  pneumonia  and 
by  the  fact,  established  by  experiment  as  well  as  clinically,  that 
the  diplococcus  pneumoniae  can  cause  puerperal  endometritis. 


Partial  Hysterectomy  for  Puerperal  Sepsis. 

ViNBBERG  {Amer,  Jour,  Obst,^  September,  1901),  in  a  case  of 
high  temperature  after  confinement,  with  a  rapid  pulse,  enlarge- 
ment of  the  uterus,  fulness  of  the  left  broad  ligament  and  pain 
in  the  left  groin,  opened  the  abdomen  and  found  a  suppurating 
slough  in  the  fundus  and  left  cornu  of  the  uterus.  It  was  excised 
and  the  resulting  wound  touched  with  pure  carbolic  acid.  A 
good  recovery  followed.  This  excising  of  a  portion  of  the  uterus 
which  has  suppurated  and  sloughed  "is  based  on  an  entirely 
different  indication  from  that  of  hysterectomy  for  puerperal 
sepsis  of  uterine  origin."  When  the  uterus  is  uniformly  in- 
fected, it  must  either  be  removed  totally  or  let  alone.  If  there 
is  localisation  of  infection  to  a  portion,  it  may  be  excised.  It 
is  not  always  easy  to  distinguish  between  them  at  the  bedside. 
**  When  a  case  of  puerperal  sepsis  evidently  of  uterine  origin 
is  not  pursuing  a  favourable  course  under  approved  methods  of 
palliative  treatment,  the  abdomen  should  be  opened  and  the 
future  plan  of  action  be  guided  by  the  condition  found.'* 

J.  F.J. 
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Histological  Changes  in  the  Post-Partum  Uterus  in 
Cases  of  Acute  Streptococcus  Infection,  with  and 

WITHOUT*  THE  USE  OF  ANTISTREPTOCOCCIC  SeRUM. 

Klitin  {Vratchy  1901,  No.  25),  after  reviewing  all  the  cognate 
literature  and  reporting  his  own  cases  and  experiments,  con- 
cludes as  follows : — 

(i)  The  changes  in  the  cornua  of  a  rabbit's  uterus  after 
labour  followed  by  the  immediate  introduction  of  a  culture  of 
the  poisonous  streptococci,  are  characterised  by  the  occurrence 
of  patches  of  necrosis,  both  in  the  mucous  membrane  and  the 
muscular  coat,  full  of  masses  of  streptococci.  The  vascular 
channels  are  greatly  distended  with  granular  masses  of  the  same 
micro-organisms  ;  the  endothelium  of  the  vessels  is  swollen  and 
in  places  has  fallen  off.  In  the  parenchyma  of  the  horn  of  the 
uterus  the  tissue  elements  are  atrophied  and  diminished  in 
number.  Restorative  reaction  with  granulation  elements  and 
white  corpuscles  is  either  feebly  marked  or  entirely  wanting. 
The  same  changes  are  met  with  in  early  as  in  late  infection 
after  labour,  but  in  the  latter  a  recurrent  complication  is 
produced  by  the  discharge.  (2)  The  mucous  membrane  and 
the  deeper  layers  of  the  walls  of  the  vagina,  exhibit  an  ex- 
tension of  the  changes  seen  in  the  cornua,  varying  with  the 
time  of  their  infection  after  labour.  In  cases  of  rather  earlier 
infection  the  changes  are  much  the  same  as  those  above  men- 
tioned, except  that  they  are  not  so  widely  diffused,  the  patches 
are  smaller,  and  the  endothelium  of  the  vessels  is  not  affected. 
In  cases  of  later  infection  vitreous  degeneration  of  the  muscular 
fibres  is  met  with  in  parts,  there  are  more  cellular  elements  and 
their  distribution  is  closer,  and  there  are  fewer  streptococci. 
The  vessels  are  distinctly  dilated  and  contain  many  formed 
elements  of  blood.  (3)  In  cases  in  which  antistreptococcic 
serum  was  used,  its  reaction  upon  the  cornua  of  the  uterus  was 
direct  and  certain  and  the  tissue  elements  retained  enough 
vitality  to  be  able  to  regenerate  the  mucous  membrane  and  to 
some  extent  the  muscular  layer  also.  Granulation  tissues  and 
white  corpuscles  were  seen.  Morbid  changes  were  evident  in 
the  marked  engorgement  of  the  vessels  with  blood,  but  this  was 
not  general.  Streptococci  were  very  rare,  and  on  morphological 
and  microchemical  examination  exhibited  involutionary  forms  and 
loss  of  their  previous  virulence.  This  was  so  whether  the  serum 
was  used  in  the  early  or  later  period  of  post  partum  infection. 
(4)  The  influence  of  the  serum  upon  the  cellular  elements  is 
such  that  the  poisonous  effects  of  the  streptococci  on  the  system 
are  much  diminished ;  and  (5)  the  infected  mother  when  treated 
with  the  serum  in  every  case  outlived  the  experiments. 

F.  E. 
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NOTES. 


We  have,  with  great  regret,  to  record  the  death  of : — 
Dr.  A.  E.  AusT  Lawrence,  Professor  of  Midwifery  and  the 
Diseases  of  Women  in  the  British  Medical  School ;  Dr.  Alfred 
Vavcher,  formerly  Professor  of  Obstetrics  and  Gynaecology  at 
Geneva ;  Dr.  Guignard,  formerly  Professor  of  Clinical  Ob- 
stetrics and  Gynaecology  at  Angers;  Dr.  Nicanor  Guardia, 
formerly  Professor  of  Obstetrics  at  the  Faculty  of  Medicine  of 
the  Caracas. 

Dr.  J.  Halliday  Croom,  Consulting  Gynaecologist  to  the 
Edinburgh  Royal  Infirmary,  has  been  elected  President  of  the 
Royal  College  of  Surgeons,  Edinburgh. 

Dr.  Lombe  Atthill  has  been  elected  President  of  the  Royal 
Academy  of  Medicine  of  Ireland. 

Dr.  E.  J.  Maclean,  M.D.Edin.,  M.R.C.P.Lond.,  has  been 
elected  Gynaecologist  in  the  room  of  the  late  Dr.  John  D. 
Williams,  and  Dr.  E.  Tenison  Collins  second  honorary 
Gynaecologist  to  Cardiff  Infirmary. 

Professor  Budin  has  been  appointed  an  Officer  of  the 
Legion  of  Honour. 

Dr.  Paul  F.  Munde,  of  New  York,  has  resigned  the  Chair 
of  Gynaecology  which  he  had  held  for  twenty  years,  and  has 
been  elected  an  Emeritus  Professor  of  Gynaecology  in  Dartmouth 
College. 

Dr.  a.  N.  Solovieff,  of  Moscow,  has  been  appointed  to 
the  Chair  of  Midwifery  at  Dorpat.  Dr.  Gubareff,  of  Moscow, 
has  been  appointed  Extraordinary  Professor  of  Midwifery  and 
Children's  Diseases. 

Munich: — Dr.  Gustav  Klein,  frivat-docent,  has  been 
appointed  Extraordinary  Professor  of  Obstetrics  and  Gynaecology. 

Dr.  R.  H.  Pomeroy  and  Dr.  J.  O.  Polak  have  been 
appointed  Lecturers  in  Midwifery  at  Long  Island  College 
Hospital,  Brooklyn. 
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Dr.  B.  S.  Schultze,  Professor  of  Gynaecology  and  Obstetrics 
at  the  University  of  Jena,  celebrated  the  completion  of  his 
fiftieth  year  of  practice  on  August  28  last. 

It  is  with  regret  that  we  hear  of  the  continued  ill-health  of 
Dr.  Max  Sabnger,  Professor  of  Gynaecology  at  the  German 
University  of  Prague. 

Privat'docent  Dr.  Karl  August  Herzfbld  has  been  appointed 
Extraordinary  Professor  of  Gynaecology  at  Vienna. 

The  following  appointments  as  Privat-docmten  of  Gynaecology 
and  Obstetrics  are  announced : — 

Dr.  Otto  Aichel,  at  Erlangen;  Dr.  Roland  Sticher,  at 
Breslau;  Dr.  Henreich  FiJTH  (Assistant  at  the  University 
Women's  Clinic),  at  Leipsic ;  Dr.  Emil  Knaubr,  at  Vienna ; 
Dr.  Carlo  Cucca,  at  Naples ;  Dr.  Carlo  Ferrarbsi,  at  Sienna. 

A  REMARKABLE  caso  is  reported  in  which  labour  was 
obstructed  by  a  long,  rounded  tin  box,  four  inches  in  diameter 
and  1*75  inches  high,  lying  within  the  uterus  across  the  os. 
The  woman,  a  primipara  of  27,  admitted  that,  as  a  child  of 
twelve,  after  her  first  menstrual  period,  she  had  passed  the  box 
into  the  vagina  to  stop  the  bleeding.  She  married  at  25,  aborted 
six  months  afterwards,  and  some  time  after  the  abortion  found 
that  the  box  was  no  longer  within  her  reach.  The  box  was  suc- 
cessfully removed,  and  after  the  division  of  some  cicatrical  tissue 
in  the  cervix  the  child  was  born  without  assistance,  and  the 
mother  made  a  good  recovery.  The  case  would  still  be  a 
singular  one  if  the  diameter  of  the  box  had  been  1*75  inches 
and  the  length  of  it  4  inches.    (B.  M./.,  £.,  No.  161,  11,  1901). 

Suppositories  containing  about  0*45  grains  of  cocaine  are 
recommended  by  Westphalen,  of  Flensburg,  in  spasmodic 
labour  pains,  and  when  the  dilatation  of  the  os  being  nearly 
complete,  and  the  waters  broken,  the  uterus  is  wanting  in 
expulsive  force.  He  has  employed  this  method  in  forty  cases, 
with  good  results.  The  dose  mentioned  should  not  be  exceeded, 
but  if  necessary  a  second  suppository  may  be  introduced  after 
an  hour  and  a  half. 
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The  Formation  of  the  Hymen. 

Pestalozza  {Antudi  di  OsU  e.  Gin.,  igoi,  Settem.)  points 
out  that  the  notions  which  we  have  of  the  early  stages  of  the 
formation  of  the  hymen  are  still  to  some  extent  uncertain.  Most 
of  the  investigations  relating  to  it  have  been  carried  out  at  a 
stage  in  the  development  of  the  embryo  when  the  communi- 
cation of  the  genital  tract  with  the  cloaca  has  been  already 
established.  « 

Nagel  says  that  about  the  third  month  the  superficial 
epithelium  ot  the  vagina  takes  on  freer  growth  and  accumu- 
lates just  above  the  ostium  vaginale,  while  the  vagina  becomes 
dilated  at  this  point,  and  that  the  hymen  arises  through  this 
dilatation ;  in  fact,  that  the  hymen  is  simply  due  to  the  entrance 
to  the  vagina  remaining  narrow,  while  the  lumen  of  the  canal 
immediately  above  it  is  enlarged. 

According  to  this  view,  the  question  whether  the  hymen 
arises  from  vulval  or  vaginal  tissue  is  superfluous.  But  if  the 
hymen  is  considered  as  the  remnant  of  the  original  septum, 
separating  the  vagina  from  the  urogenital  sinus,  we  must  go 
back  to  a  very  early  stage  of  development  to  find  out  whether 
the  excavation  which  opens  communication  is  due  to  intrusion 
of  vaginal  or  of  vulvar  epithelium. 

Specimens  of  these  early  stages  of  development  are  most 
difficult  to  obtain,  and  so  far  have  not  been  studied.  It  is 
therefore  necessary  to  find  some  other  means  of  solving  the 
question,  and  such  fortunately  are  met  with  in  cases  of  mal- 
formation. 

In  a  case  of  retention  of  menses  from  imperforate  hymen 
in  a  girl  aged  14,  Pestalozza  incised  and  then  removed  the 
hymen,  stitching  together  the  vaginal  and  vulvar  mucous 
membranes.  The  hymen  so  removed  he  examined  micro- 
scopically by  series  of  sections  after  staining,  and  found  that 
the  vaginal  epithelium  tends  to  resume  its  original  cylindri- 
cal form  whenever  it  is  in  an  enclosed  space.  The  cellular 
tissue  of  the  hymen  is  very  rich  in  vessels  and  contains 
channels  or  tubes  lined  with  squamous  epithelium,  derived  from 
the  vulvar  epithelium ;  it  is  this  vulvar  epithelium  that  leads 
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to  the  perforation  of  the  hymen.  The  cases  in  which,  with 
atresia  or  absence  of  the  vagina,  the  hymen  has  been  found 
complete  and  perforated  also  point  to  the  origin  of  the  hymen 
from  the  vulvar  tissues. 

Pozzi  considers  that  the  hymen  corresponds  to  the  bulb  in 
the  male,  and  the  presence  of  such  numerous  vessels  support 
this  idea. 

This  abdominal  case  is  not  offered  as  conclusive  evidence, 
but  it  supports  the  notion  that  the  epithelial  protrusion  proceeds 
from  the  external  to  the  internal  genitals. 

F.  E. 

Operation  for  Vesico- Vaginal  Fistula. 

WoLKOwiTscH,  Kieff  {Centralb,/,  Gyn,^  1901,  No.  43),  recom- 
mends a  plastic  operation  for  closing  difficult  vesico-vaginal 
fistula  which  he  has  successfully  employed  in  eight  cases;  it 
consists  in  freshening  the  uterus  (or  cervix)  and  the  fistula,  and 
then  fixing  the  uterus  in  a  new  position.  He  begins  by  division 
of  the  cicatricial  ring,  then  liberates  the  cervix  from  the  cica- 
tricial tissue  round  it,  if  possible  without  injuring  the  peri- 
toneum, and  draws  the  uterus  down  to  the  urethra.  The 
fistula  is  freshened  so  as  to  deprive  its  edges  of  their  cicatricial 
character;  as  a  rule,  no  stitching  of  the  vesical  mucosa  is 
required.  The  £nal  act  in  the  operation  is  to  fix  the  depressed 
uterus  to  the  fistulous  apertiu'e  with  three  or  four  stitches.  To 
keep  urine  out  of  the  wound,  Wolkowitsch,  before  beginning  the 
plastic  operation,  opens  the  bladder  above  the  pubes,  inserts  a 
drain,  and  conducts  the  urine  through  a  rubber  tube  into  a  vessel 
on  the  floor.  Of  his  eight  cases,  five  were  completely  cured, 
three  are  still  under  treatment. 

Late  Uterine  Syphilis. 

Spinelli  {Archivio  ital.  di  Gin.,  1901,  No.  6)  discusses  the 
late  symptoms  of  syphilis  in  the  uterus ;  which  are,  he  says,  little 
known  to  syphilographers  and  not  recognised  at  all  by  gynae- 
cologists. He  has  seen  two  cases  himself  and  holds  that  the 
differential  diagnosis  of  gummatous,  tubercular  and  carcino- 
matous disease  of  the  uterus  is  quite  possible. 

The  affection,  as  he  describes  it,  is  characterised  by  menor- 
rhagia  constantly  becoming  more  severe  and  more  copious. 
The  uterus  is  hypertrophically  and  uniformly  enlarged:  its 
mucosa  exhibits  no  alteration;  examination  of  the  adnexa  is 
negative.  The  use  of  the  curette  gives  only  temporary  im- 
provement and  after  it  the  bleeding  often  returns  in  profuse 
menorrbagia.  Nothing  but  specific  treatment  is  of  any  use  in 
controlling  the  flooding  and  regulating  menstruation.  In  the 
climacteric  age  the  disease  betrays  itself  by  leucorrhoea^  and 
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alarming  losses  of  blood,  soon  followed  by  debility  and  cachexia. 
Examination  reveals  senile  atrophy  of  the  neck  and  body  of  the 
uterus.  The  curette  yields  only  a  detritus  of  atrophical  mucous 
membrane.  Metrorrhagia  resisting  all  treatment,  is,  accordingjto 
Spinelli,  a  sure  sign  of  late  uterine  syphilis  and  is  due  to  specific 
endarteritis. 

Dysmenorrhcea. 

Menge,  Leipsic  {Centralb,  /.  1901,  No.  50)  discusses 

the  true  nature  of  dysmenorrhcea ;  he  distinguishes  two  forms, 
one  primary  and  idiopathic,  and  another  secondary  and  depen- 
dant on  other  disease  of  the  genitalia.  He  holds  that  dys- 
menorrhcea is  always  caused  by  menstrual  contractions  of  the 
uterus  due  to  a  pre-menstrual  swelling  of  the  uterine  mucosa, 
and  to  the  presence  of  the  menstrual  blood.  In  women  sound  in 
body  and  mind,  these  contractions  are  not  felt,  but  they  become 
painful  in  (i)  hysteria  and  neurasthenia,  (2)  in  diseases  of  the 
genital  or  (3)  pelvic  organs.  Menge  concludes  that  dysmenor- 
rhcea without  pain  does  not  exist,  but  that  many  instances  of 
dysmenorrhcea  are  merely  results  of  a  diseased  nervous  system, 
and  therefore  that  the  treatment  must  in  the  very  first  place 
depend  on  the  cause.  For  the  nervous  system  dietetic  measures 
and  physical  therapeutics  (massage,  hydrotherapy  and  gym- 
nastics) and  the  removal  of  the  patient  from  her  environment 
are  very  beneficial.  The  action  of  nasal  applications  is,  in 
Menge's  opinion,  essentially  a  suggestive  one. 

On  Neoplasms  of  the  Malformed  Uterus. 

JosEPHSON,  Stockholm  {Atchiv,  /.  Gyn.,  Bd.  Ixiv.,  Heft  2), 
referring  to  previous  works  from  Landau's  Clinic  upon  the 
relation  between  new  growths  and  deformities  of  the  womb, 
discusses  two  cases  of  uterus  unicornis  examined  there :  (i)  Uterus 
unicornis  sin,  the  only  part  of  the  Miiller*s  duct  left  on  the  right 
side  being  the  fimbricated  end  of  the  tube ;  the  distal  section  of 
the  cervix  was  replaced  by  a  mesonephric  adenomyoma.  (2) 
Uterus  unicornis  dexter  with  carcinoma  of  the  anterior  lip ;  rudi- 
mentary left  cornu  with  hydrometra  and  adenomyoma  of  mucosa. 
He  also  reports  the  development  of  a  spherical  myoma  from  a 
hyperplastic  embryonal  septiun  between  Mailer's  ducts,  and 
cases  of  carcinoma  and  sarcoma  in  ill-developed  uteri. 

Multiple  Hydatids  of  the  Peritoneum  and  Pelvic 
Connective  Tissue. 

Siller,  Vienna  {Centralb.  /.  Oyn.,  1901,  No.  48),  reports 
the  above  in  a  woman,  aged  27,  who,  six  years  previously,  had 
been  tapped  for  an  hepatic  hydatid  cyst.  Her  abdomen  had 
gradually  enlarged,  and  she  suffered  from  increasing  spasmodic 
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pains  in  the  sacrum.  On  laparotomy  a  large  cystic  tumour  was 
found  in  the  small  pelvis,  and  numerous  others,  from  the  size  of 
a  hemp-seed  to  that  of  a  goose's  egg,  on  the  omentum  and 
visceral  and  parietal  serosa.  The  omentum  was  resected,  the 
large  tumour  opened  and  stitched  to  the  wound,  but  the  smaller 
ones  could  not  be  treated  radically  on  account  of  their  large 
number.  Uninterrupted  recovery.  Siller  supposes  that  the 
result  of  tapping  had  been  to  disseminate  over  the  whole  peri- 
toneum germs,  from  which  the  multiple  tumours  had  after- 
wards developed. 

The  Pathology  and  Treatment  of  Parametritis  Posterior. 

Brose,  Berlin  (Zeits.f.  Geb.  u.  Gyn.,  Bd.  xlvi.,  Heft,  t),  recalls 
the  fact  that  as  long  ago  as  1876,  B.  S.  Schultze  described, 
under  the  above  name,  an  inflammatory  affection  of  Douglas' 
pouch  involving  the  ligamenta  sacro-uterina,  and  that  the 
malady  so-called  corresponds  with  W.  A.  Freund's  *•  paraproct- 
itis atrophicans."  In  its  aetiology,  puerperal  and  other 
infections,  especially  gonorrhceal  infection,  are  the  main  factors. 
Ziegenspeek  declared  its  origin  lay  in  the  pelvic  connective 
tissue,  a  view  which  Kiister  has  recently  impugned,  holding  it  to 
depend  on  peritonitic  processes.  Brose  now,  on  the  basis  of  ten 
personal  observations,  dissents  from  KQster,  considering  that  it 
is  the  pelvic  connective  tissue  and  not  the  peritoneum  that  is 
the  seat  of  the  lesion.  Parametritis  posterior  is,  however,  often 
associated  with  lesions  of  the  peritoneum  or  adnexa.  For  its 
relief,  even  when  the  uterus  is  anteflected,  ventrofixation  is  an 
excellent  proceeding;  and  in  all  cases  of  retroflexion  in  which 
the  uterus  is  fixed  by  parametritic  processes  or  which  are 
complicated  by  chronic  parametritis,  Brose  considers  that 
ventrofixation  should  be  preferred  to  any  other  operation  for  the 
displacement. 

Parametric  Cicatrices  and  their  Conservative  Treatment 
BY  Operation. 

v.  Ott,  St.  Petersburg  (Semaine  Mid.,  December  18,  1901), 
has  utilised  the  principle  aaopted  in  operating  upon  cicatricial 
scleroses  of  the  alimentary  canal  to  prevent  their  cut  edges 
reuniting  after  section,  in  the  treatment  of  the  parametric  cica- 
trices due  to  pelvic  inflammation.  This  principle  is  to  insert 
the  sutures  in  the  same  direction  as  the  line  of  the  incision 
instead  of  perpendicular  to  it.  If,  for  example,  a  cicatrix  were 
due  to  the  sclerosis  of  the  connective  tissue  of  the  lower  part  of 
the  broad  ligament,  the  corresponding  part  of  the  uterus  would, 
in  consequence  of  this  sclerosis,  be  more  or  less  drawn  towards 
the  pelvic  wall  of  one  side.    If  the  constraining  bridle  were 
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divided  from  before  backwards,  and  the  uterus  were  drawn 
towards  the  opposite  side,  there  would  be  at  the  seat  of  the 
incision  an  empty  oval  space,  the  long  diameter  of  which  would 
be  directed,  not  from  before  backwards,  but  transversely ;  then, 
by  passing  a  series  of  sutures  so  as  to  interpose  sound  tissue 
between  the  two  lips  of  the  wound,  while  the  uterus  would  be 
allowed  to  take  up  its  normal  position,  it  would  be  rendered 
impossible  for  the  two  ends  of  the  divided  cicatrix  to  form  fresh 
adhesions. 

V.  Ott,  who  has  employed  this  method  for  more  than  three 
years  and  has  had  opportunities  of  proving  it  on  a  considerable 
number  of  patients,  has  found  the  course  after  operation  and  the 
ultimate  results  very  satisfactory.  For  instance,  one  patient,  in 
whom  the  results  of  compression  were  so  pronounced  that  she 
could  by  no  means  extend  the  leg  of  the  side  affected,  was  com- 
pletely and  immediately  relieved  by  the  operation.  Another 
woman,  whose  sufferings  had  persisted  for  eight  years,  conceived 
soon  after  the  operation,  and  was  delivered  at  term  without  the 
least  trouble. 

In  regard  to  the  technique  of  the  operation,  much  depends 
on  the  seat  of  the  lesions  and  their  relations  to  the  neighbouring 
organs.  If,  for  instance,  one  has  to  do  with  a  contraction  of  the 
utero-sacral  ligaments,  it  is  of  course  necessary  to  open  the 
peritoneum.  The  dangers  of  such  a  proceeding  are  by  no  means 
so  great  as  when  the  lesions  are  situated  in  the  broad  ligament 
and  there  is  a  risk  of  wounding  the  uterine  artery  or  the  ureter. 
In  case  of  difHculty  in  isolating  the  latter,  preliminary  cathe- 
terisation  may  be  of  use. 

This  conservative  method  of  operating  of  v.  Ott's  is  prac- 
ticable by  the  vaginal  route,  and  available  even  when  the  lesions 
are  deep  in  the  pelvis.  Healing  may  then  be  by  second  inten- 
tion, in  spite  of  laminated  sutures,  but  the  resulting  cicatrices 
will  be  much  more  amenable  to  treatment  by  massage  than 
plastic  products  which  have  long  been  organised. 

Adherent  Retroflexion  and  its  Treatment. 

DiETEL,  Zwickau  {Archiv,  f.  Gyn,,  Bd.  Ixiii.,  S.  262),  found 
that  among  2,155  women  treated  by  him  during  three  recent 
years,  112,  or  5*2  per  cent.,  were  afflicted  with  adherent  retro- 
flexion. Treatment  was  declined  in  9  cases,  and  in  11  it  was 
not  completed  ;  of  the  remaining  92  only  4  were  recent,  all  the 
others  having  existed  for  many  months  or  years.  He  divides 
these  92  cases  into  two  groups:  (i)  direct  and  (2)  indirect  fixa- 
tions. In  the  former  the  serosa  covering  the  posterior  wall,  and 
especially  that  over  the  fundus  of  the  uterus,  was  fixed  to  the 
parietal  peritoneum  of  Douglas'  pouch  or  to  that  covering  the 
rectum,  and  the  appendages  were  healthy.    There  were  34  such 
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cases  of  direct  fixation  and  54  of  indirect.  In  32  cases  (7  direct 
and  25  indirect)  Dietel  employed  massage.  The  sittings  were 
from  seven  to  eight  minutes,  and  were  discontinued  during  men- 
struation. For  the  direct  cases  he  employed  Kustner's  method 
of  reposition  by  the  introduction  of  one  finger  into  the  rectum, 
under  anaesthesia ;  in  44  instances  ^23  direct  and  21  indirect) 
he  used  B.  S.  Schultze's  method  ot  separating  the  adhesions 
and  replacing  the  uterus  under  anaesthesia,  and  32  were  cured ; 
while  of  32  cases  treated  by  Kiistner's  method,  only  7  were 
successful.  Dietel  therefore  recommends  B.  S.  Schultze's 
method  for  all  cases,  especially  in  direct  fixation,  for  which  it 
is  admirably  adapted.  Dietel  is  greatly  in  favour  of  the  abdo- 
minal rather  than  the  vaginal  route  for  all  cases  requiring 
operation.  P.  Z.  H. 

The  Shortening  of  the  Round  Ligaments  by  the  Vagina. 

BucuRA,  Vienna  {Zeits,  /.  Geh,  w.  Gy«.,  Bd.  xlvi.,  Heft  2), 
writes  in  favour  of  the  operation  recommended  in  1886  and 
since  performed  by  Wertheim  in  86  cases.  Of  these  women  2 
had  recurrence  of  the  displacement  when  discharged,  7  women 
had  subsequently  had  normal  labours,  3  had  aborted,  and  3 
were  gravid  and  not  yet  delivered.  As  regards  permanent 
results,  55  cases  were  available ;  in  48  there  were  10  cases  of 
relapse,  all  to  be  explained  by  complications,  and  not  by  defects 
in  the  method.  The  permanent  results  of  ventro-  and  vagino- 
fixation are  better,  but  the  former  causes  more  pain  and  hernia, 
and  the  latter  leads  to  serious  complication  in  childbirth.  Over 
the  Alexander-Adams  operation  Wertheim's  method  has  the 
advantage  of  avoiding  the  abdominal  scar  and  the  ever-present 
risk  of  hernia. 

The  Alexander  Operation  for  Retroflexion. 

DE  MoNCHY  (Nederl,  Tijdschr.  voor  Gencesk,,  1901,  Theil  i.. 
No.  2)  reports  that  in  Ley  den  the  Alexander  operation  is  the 
method  of  choice  in  the  surgical  treatment  of  retroflexion. 
During  the  years  1896- 1898  Alexander's  own  method  was  fol- 
lowed exactly,  but  latterly  the  inguinal  canal  has  in  some  cases 
been  opened  and  the  ligaments  exposed  in  Kocher's  way,  and 
the  canal  closed  by  Basini's  method  after  the  fixation  of  the 
ligaments.  In  the  course  of  four  years  133  patients  were 
operated  on  (some  for  prolapse) ;  the  inguinal  canal  had  to  be 
slit  up  twenty  times  on  account  of  the  ligaments  not  being  found, 
and  in  eleven  instances  because  they  gave  way,  nevertheless, 
three  ligaments  were  never  found  at  all ;  and  once  ventrofixation 
was  done  because  neither  ligament  could  be  discovered.  Since 
1 899  the  inguinal  canal  has  only  been  opened  once  for  this  reason . 
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The  author  found  in  shcty-five  patients,  whom  he  was  able 
to  re-examine  as  to  later  results,  eight  cases  of  hernia,  one  of 
which  had  existed  before  the  operation.  One  double  hernia 
was  cured  by  the  operation  on  one  side— it  recurred  on  the 
other. 

Labour  Trouble  after  Vagino-fixation. 

RcHL,  Dillenburg  {Monats.  /.  Gcb.  u,  Gyn.,  Bd.  xiv..  Heft  4), 
met  with  only  three  instances  in  71  labours  after  vagino- 
fixation, in  47  of  which  the  fundus  uteri  had  been  made  fast 
to  the  anterior  vaginal  wall,  in  which  he  had  to  make  a  utero- 
vaginal incision ;  all  the  other  women  were  delivered  without 
any  trouble  worth  mention.  He  admits  that  extensive  fixation 
of  the  corpus  and  fundus  uteri  may  lead  to  serious  trouble  in 
childbirth,  but  it  is  a  remarkable  fact,  considering  how  often  the 
operation  has  been  done,  that  only  nine  cases  of  Caesarean  section 
for  such  trouble  have  as  yet  been  published.  He  submits  these 
nine  cases  to  critical  judgment  and  finds  that  hardly  two  of 
them  can  properly  be  set  down  as  necessitated  by  the  vaginal 
fixation,  other  circumstances  having  complicated  the  delivery. 

According  to  statistics  the  results  of  labour  after  vaginal 
fixation  are  better  than  those  after  ventro-fixation.  Riihl  points 
out  the  brilliant  success  of  vaginal  fixation  in  the  way  of  cure ; 
he  recommends,  in  the  more  serious  troubles  in  labour  after  that 
proceeding,  the  anterior  incision  of  the  vagina  and  uterus  as 
giving  better  results  than  Caesarean  section. 

Genital  Prolapse  and  its  Operative  Treatment. 

Mandelstamm,  Odessa  {Monats,  /.  Geb.  u.  Gyn.,  Bd.  xiv., 
Heft  3),  reports  seven  cases  of  severe  genital  prolapse  treated  by 
Freund's  method,  and  says  that  Freund's  original  way  of  fixing 
the  uterus  to  the  anterior  or  posterior  vaginal  wall  should  only 
be  followed  if  the  prolapsed  parts  have  undergone  serious 
alterations  in  structure  and  considerable  increase  in  volume  from 
their  prolonged  exposure.  In  such  cases  extensive  fixation  of 
the  uterus  is  indispensable,  but  the  formation  of  an  artificial 
mouth  to  the  womb  is  unnecessary  unless  the  lumen  of  the 
cervix  is  obliterated,  for  there  will  be  plenty  of  room  along  the 
lateral  surfaces  of  the  uterus  for  the  free  discharge  of  secretions. 
In  other  serious  cases  one  may  content  oneself  with  Wertheim's 
modification.  Most  of  the  cases  of  severe  prolapse  affect  women 
after  the  menopause,  in  others  conception  should  be  prevented 
by  resection  of  the  tubes. 

Prolapsus  Uteri  ;  Abdominal  Hysterectomy. 
Fourteenth  French  Congress  of  Surgery,  1901,  October  25. 

Lbgueu,  Paris,  opining  that  in  cases  of  serious  and  obstinate 
prolapse  no  peritoneal  operations  give  sufficient  relief  with- 
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out  hysteropexy  or  vaginal  hysterectomy,  said  that  instead  of 
the  latter  operation  he  prefers  to  remove  the  uterus  by  the 
abdomen.  He  amputates  the  uterus  above  its  vaginal  insertion, 
and  secures  the  cervical  stump  in  the  lower  angle  of  the  abdo- 
minal )vound,  thus  supplementing  the  hysterectomy  by  fixation 
of  the  cervix;  at  the  same  time  he  then  performs  a  colpo- 
perineorrhaphy.  This  method  he  has  lately  carried  out  three 
times,  the  results,  immediate  and  deferred,  being  very  satisfactory. 

Inversion  of  the  Uterus.    Fourteenth  French  Congress  of 
Surgery,  Paris,  1901,  October  25. 

Gross,  Nancy,  in  a  case  of  inversion  of  the  uterus  of  six 
weeks*  standing,  after  futile  attempts  to  reduce  it  by  taxis, 
opened  the  abdomen,  and  when  the  constricting  ring  had  been 
dilated  by  two  of  Faraboeufs  dilators  introduced  into  the 
infundibulum,  pressure  from  the  vagina  succeeded  in  reducing 
the  inversion.  In  two  other  cases,  due  to  polypi,  he  was  in  one 
obliged  to  remove  the  polypus  piecemeal,  and  finding  that  he 
had  cut  into  the  wall  of  the  uterus,  he  performed  hysterectomy  ; 
in  the  other  case,  after  trying  in  vain  to  cut  away  the  tumour 
he  performed  a  total  abdominal  hysterectomy;  both  patients 
recovered. 

COLPOCCELIOTOMIA  ANTERIOR  LATERALIS,  A  NeW  VaGINAL  WaY 

INTO  THE  Peritoneal  Cavity. 

Dt^HRSSEN,  Berlin  {Berliner  klin.  Wchns.,  1901,  No,  44),  in 
this  operation  supplements  the  anterior  cceliotomy  he  described 
some  years  ago,  by  the  complete  division  of  one  broad  ligament. 
He  has  tried  it  in  a  large  number  of  cases  of  which  he  gives 
histories  in  this  paper.  After  the  first  stages  of  the  operation  he 
is  able  to  open  parametric  abscesses  or  suppurating  foci  in  the 
tubes  or  ovaries  without  opening  the  peritoneum,  and  so  obtain 
a  cure  while  preserving  the  adnexa.  The  method  gives  as  free 
access  to  the  tubes  and  ovaries  as  total  vaginal  extirpation,  and 
allows  adnexal  stumps  infiltrated  with  pus  to  be  securely  kept 
outside  the  peritoneum;  moreover,  very  good  drainage  of  the 
pelvis  is  afforded  by  it,  as  several  serious  cases  showed.  The 
control  of  haemorrhage  can  be  effected  even  under  the  most 
dijfficult  conditions. 

Dahrssen  considers  this  operation  to  be  indicated  also  in 
rupture  of  the  uterus  in  advanced  pregnancy,  in  order  to  preserve 
the  organ  and  allow  the  laceration  to  be  stitched  up.  The 
division  of  one  broad  ligament  has  no  bad  effects,  the  nourish- 
ment of  the  uterus  does  not  suffer,  and  the  resulting  cicatrix 
gives  no  pain  and  causes  no  displacement. 
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On  the  Care  of  the  Arteries  of  the  Ureters,  especially 
IN  THE  Pars  Pelvica. 

Feitel,  Vienna  (Zeits.f,  Geb,  u,  Gyn.,  Bd.  xlvi.,  Heft  2),  was 
led  to  undertake  this  study  by  Wertheim's  statement  that  in 
five  out  of  fifty-seven  patients  operated  on  by  him  for  uterine 
cancer,  one  result  had  been  the  formation  of  a  ureteral  fistula 
for  which,  in  Wertheim's  opinion,  a  branch  arising  from  the 
uterine  artery  was  probably  responsible.  On  injected  prepara- 
tions Feitel  found  that  the  lower  third  of  the  ureter  derived  its 
blood  from  the  uterine  and  vesical  arteries,  but  that  the  middle 
third  was  always  supplied  by  a  special  branch  direct  from  the 
aorta,  hypogastric  or  common  iliac  artery  ;  this  branch  he  calls 
the  arteria  uretica.  It  is  exposed  to  injury  in  Wertheim's  opera- 
tion during  the  free  dissection  of  the  ureters  and  the  search  for 
the  lymphatic  gland.  He  deduces  the  following  precepts  for  the 
operation : — 

(1)  Blunt  dissection  of  the  ureters  and  vessels  is  to  be 
avoided  as  far  as  possible. 

(2)  The  nutritive  arteries  are  to  be  carefully  exposed. 

(3)  The  division  of  the  peritoneum  over  the  ureter  should  be 
done  at  the  lateral  side  as  far  as  the  middle  of  the  pars  pelvica 
and  continued  along  the  medial  side. 

(4)  The  glands  should,  if  possible,  be  dissected  away  from 
the  nutritive  arteries. 

The  Treatment  of  the  Ureter  Accidentally  Injured  in 

Laparotomy. 

Weinreb,  Landau's  Clinic  {Archiv.f.  Gyn.,  Bd.  Ixv.,  S.  161- 
180),  relates  that  in  an  abdominal  total  extirpation  performed  on 
account  of  a  cervical  carcinoma,  Landau,  happening  to  excise  a 
portion  of  the  ureter,  and  finding  it  impossible  to  do  anything 
else,  passed  a  ligature  round  the  central  ureteral  stump,  intend- 
ing to  remove  the  kidney  later  on.  The  woman  recovered 
without  any  particular  trouble,  and  no  renal  tumour  was 
formed,  though  she  was  eight  months  under  observation. 
In  such  accidents  the  ureter  should,  if  possible,  be  implanted 
in  the  bladder,  otherwise  ligature  is  preferable  to  immediate 
nephrectomy. 

Drainage  in  Laparotomy. 

BuRCKHARD,  WOrzburg  {Zeiis.  f.  Geb.  u,  Gyn.y  Bd.  xlvi., 
Heft  2),  reports  on  31  laparotomies,  in  the  WOrzburg  Clinic, 
in  which  drainage  with  gauze,  or  glass  tubes,  or  both,  was 
employed.  They  included  6  ovarian  and  18  suppurating  adnexal 
tumours,  2  tubal  pregnancies,  2  suppurating  uterine  tumours, 
and  3  cases  of  peritonitis.  Eight  patients  died  from  the  opera- 
tion, one  several  weeks  after  it.    Drainage  he  considers  indicated 
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when  the  field  of  operation  has  been  polluted  with  large  quan- 
tities of  pus ;  when  large  wound-cavities  have  to  be  left ;  when 
parts  of  the  tumour  wall  cannot  be  removed ;  when  the  bladder 
or  intestine  has  been  injured  ;  and,  finally,  if  the  purulent  sac  is 
so  adherent  that  it  cannot  be  extirpated  but  must  be  stitched  to 
the  wound  and  cut  open. 

Abdominal  Pan-Hysterectomy, 

Kronig,  Leipsic  {Monats.f.  Geb.  u.  Gyn.,  Bd.  xiv.,  Heft  3), 
has  so  far  modified  the  methods  of  Martin  and  Doyen  in  total 
extirpation,  that  he  now,  as  Doderlein  does  in  total  vaginal 
hysterectomy,  divides  the  posterior  wall  of  the  uterus  with  the 
knife,  after  the  organ  has  been  pulled  well  forward  and  down- 
wards over  the  symphysis.  The  incision,  exactly  in  the  middle 
line,  enters  the  cavity  and  is  then  extended  with  scissors  into 
the  posterior  vaginal  vault.  After  the  division  of  the  posterior 
vaginal  wall  the  operation  is  either  completed  in  Martin's  way, 
or  the  anterior  wall  of  the  uterus  is  also  divided  in  the  middle 
line,  the  bladder  detached  without  cutting,  and  pushed  out  of 
the  way,  and  the  division  continued  into  the  anterior  vaginal 
vault.  The  uterus,  when  it  has  been  released  from  the  anterior 
vaginal  wall,  has  an  excellent  pedicle,  and  after  the  uterine 
arteries  have  been  exposed  and  secured,  can  be  removed  without 
difficulty.  The  vaginal  wound  is  completely  closed  and  covered 
with  peritoneum.  This  method  makes  pan-hysterectomy  much 
easier  in  cases  in  which  it  is  indicated  for  pelvic  peritonitis  with 
chronic  adnexal  disease,  but  is  only  to  be  recommended  for  such 
myomata  as  are  simple  symmetrical  homocentric  tumours  of  the 
body  of  the  womb,  so  that  there  can  be  no  difficulty  in  finding 
the  cavity. 

Abdominal  Total  Extirpation  of  Myomata. 

Flatau,  exhibiting  some  specimens  to  the  Nuremberg 
Medical  Society  {Miinch,  med,  Wchns,,  1901,  S.  1902),  pointed  out 
that  his  method  of  operating  for  years  has  been  to  divide  the 
ligaments  from  above  downwards,  step  by  step,  with  the  aid  of 
clamps  applied  in  succession,  while  a  large  forceps  along  the 
opposite  side  of  the  uterus  controlled  the  supply  of  blood  through 
the  vessels  on  that  side.  The  portio,  at  first  dissected  from 
below,  he  had  in  the  last  two  years  separated  from  above.  After 
the  uterus  and  its  tumours  are  removed  the  clamps  are  taken 
away  one  by  one,  ligatures  are  applied  to  bleeding  vessels,  and 
the  gap  in  the  peritoneum  is  closed  by  a  continuous  suture. 
Encouraged  by  exceptional  success,  Flatau  has  persevered  in 
this  method;  it  was  demonstrated  to  the  Nuremberg  Medical 
Society  and  published  in  their  Reports  in  1897. 
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Fibromata  of  the  Uterus  and  their  Surgical  Treatment. 
Fourteenth  French  Congress  of  Surgery,  Paris,  1901, 
October  25. 

Peyrot  said,  that  after  having  for  many  years  practised  total 
abdominal  hysterectomy,  he  had  adopted  subtotal  abdominal 
hysterectomy,  fixing  the  pedicle  to  the  abdominal  wall  by  the 
method  of  v.  Hacker  and  Fritsch,  the  stump  being  attached 
to  the  lower  part  of  the  abdominal  wound  so  as  to  isolate  the  cut 
surface  of  the  collum  from  the  peritoneal  cavity.  In  about  one 
sixth  of  his  cases  there  had  been  slight  infection  of  the  wall 
following  discharge  from  the  stump,  but  in  none  of  the  30  cases, 
all  successful,  had  there  been  any  extension  of  the  infection  to 
the  peritoneum. 

BouiLLY,  Paris,  between  October  1899  and  July  1901,  had 
operated  for  fibromata  in  116  cases,  by  the  abdominal  route  in 
94,  and  by  the  vaginal  in  22  ;  in  his  experience  the  conservative 
operations  now  advocated  would  have  been  inadequate.  He 
had  performed  total  abdominal  hysterectomy  in  4  of  these  cases 
only;  the  94  abdominal  operations  resulted  in  89  cures  and  5 
deaths,  of  which  3  were  to  be  set  down  to  the  gravity  of  the 
lesions  rather  than  the  intervention.  In  his  22  cases  of  vaginal 
hysterectomy,  only  one  case  was  fatal,  from  uraemia  which 
already  existed  at  the  time  of  the  operation. 

RoussEL,  Rheims,  had  done  39  total  abdominal  hysterec- 
tomies for  fibromata,  by  Doyen's  method,  and  all  successful. 

Monprofit,  Angers,  advocated  the  conservative  method 
of  myomectomy,  by  which  in  the  last  two  years  he  had  in  17 
cases  had  17  cures:  one  woman  only,  as  far  as  he  knew,  had 
subsequently  conceived  and  unfortunately  had  aborted  at  the 
fifth  month. 

Chenieux,  Limoges,  drew  attention  to  the  difl&culty  of 
diagnosis  in  some  cases  of  pregnancy  complicated  by  tumours  ; 
it  was  possible  for  fibromata  reaching  up  to  the  umbilicus  to 
pass  unnoticed  until  the  patient  became  pregnant ;  moreover,  a 
cyst  reposing  in  the  small  pelvis  might  by  the  development  of 
the  gravid  uterus  be  pushed  up  into  the  abdomen  when  the 
strain  on  its  adhesions  or  the  torsion  of  its  pedicle  might  lead 
to  symptoms  of  peritoneal  inflammation  resembling  those  of  a 
ruptured  extra- uterine  gestation. 

Berthomier,  de  Moullins,  insisted  on  the  necessity  of 
operating  upon  large  fibromata  as  soon  as  pregnancy  was 
established. 

Surgical  Intervention  during  Pregnancy  and  Labour  in 
Cases  of  Uterine  Myomata. 

Thumin,  writing  from  Landau's  Clinic  {Arch.  /.  Bd. 
Ixiv.,  Heft  3),  has  collected  the  cases  published  since  1885, 
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and  finds  that  the  mortality  of  abdominal  total  extirpation  for 
myomata  complicating  pregnancy  has  been  8-9  per  cent.,  that 
of  supravaginal  amputation  11  per  cent.  Total  extirpation 
avoids  subsequent  catarrhal  and  malignant  (15  recorded  cases) 
disease  of  the  cervical  stump,  and  affords  better  drainage.  He 
reports  3  cases  of  the  enucleation  of  myomata  during  pregnancy 
with  normal  labour  at  term,  and  6  cases  of  total  abdominal 
extirpation,  with  one  death. 

PiNARD,  Paris  {La  Gynicologie,  October  15,  1901),  on  the 
ground  that  fibromata  very  rarely  cause  serious  trouble  during 
labour,  deprecates  any  surgical  intervention  for  such  tumours 
during  pregnancy,  except  when  serious  accidents  force  the  hand 
of  the  operator.  At  the  Baudeloque  Clinic,  out  of  25,000  partu- 
rient women  eighty-five  were  found  to  have  uterine  fibromata, 
only  twelve  were  operated  upon,  and  nearly  all  went  their  full 
term. 

There  is  an  absolute  difference  in  the  indications  for  surgical 
treatment  of  fibromata  of  an  impregnated  uterus,  compared  with 
those  met  with  in  cases  not  complicated  in  the  same  way.  It 
is  impossible  to  predict  how  the  course  of  labour  may  be  affected, 
or  what  treatment  may  then  be  necessary.  Certainly  no  trau- 
matism should  be  inflicted  on  the  child,  and  even  the  use  of 
forceps  leads  in  these  cases  to  its  being  born  dead,  or  more  or 
less  injured  and  crippled.  After  the  waters  have  broken,  if 
difficulties  arise  it  is  better  to  save  the  child  by  Caesarean 
section  and  then  perform  Porro's  operation  or  a  total  hyste- 
rectomy. 

The  eighty-five  cases  in  the  Baudeloque  Clinic  were  all 
either  primiparae  above  30  years  of  age,  or  secundiparas,  whose 
first  labour  had  happened  from  twelve  to  fifteen  years  previously. 
Such  prolonged  uterine  inactivity  is  the  real  cause  of  fibromata^ 
and  the  knowledge  of  this  fact  by  women  who  are  not  mothers, 
or  who  dread  the  frequent  occurrence  of  pregnancy,  may  some 
day  diminish  the  frequency  with  which  these  tumours  are  met 
with. 

P.  Z.  H. 

Cystic  Degeneration  of  a  Myomatous  Uterus. 

Flatau,  Nuremberg  (Miinch.  med,  Wchns.,  1901,  S.  i9oi)> 
successfully  removed  from  a  virgin,  aged  29,  a  myomatous  uterus 
twice  the  size  of  a  man's  head,  and  entirely  in  cystic  degenera- 
tion. The  resolution  of  the  firmer  tissue  was  so  complete  that 
the  uterus  was  converted  into  a  bag,  the  walls  of  which  were 
only  2  mm.  thick  and  which,  macroscopically,  could  not  be  dis- 
tinguished from  the  sac  of  a  cystoma.  He  refers  to  the  protest 
he  made  three  years  ago,  in  reference  to  an  analogous  case, 
against  calling  such  degenerated  myomata,  uterine  cysts.  In 
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explanation  of  the  resolution  of  the  fibromyomatous  tissue, 
Flatau  suggests  that  the  process  is  a  kind  of  retrogressive  meta- 
morphosis of  connective  tissue  cells,  with  a  chemical  change 
of  a  biological  nature.  Characteristic  of  myomata  in  cystic 
degeneration  is  their  rapid  enlargement  once  the  process  of 
resolution  is  well  advanced. 

FiBROMYOMA  OF  DoUGLAS*  FoLDS. 

RosENSTEiN,  Konigsberg  {Monats.  f.  Geb.  u.  Gyn.,  Bd.  xiv., 
Heft  4),  reports  a  myoma,  round,  the  size  of  a  man's  fist, 
attached  to  the  right  fold  of  Douglas  by  a  long  pedicle  as  thick 
as  a  lead  pencil.  It  had  developed  from  the  muscular  tissue  of 
the  ligamentum  sacro-uterinum. 

Myoma  and  Carcinoma  of  the  Corpus  Uteri. 

Flaischlen,  Berlin  (Zeits,  f.  Geb,  u,  Gyn.^  Bd.  xlvi..  Heft  i),  on 
examining  a  woman  of  57,  who  for  several  months  had  suffered 
from  haemorrhages,  found  the  size  of  the  uterus  to  be  as  if  it 
were  about  five  months  gravid.  Under  the  microscope  the 
scrapings  of  the  curette  demonstrated  the  presence  of  an  adeno- 
carcinoma. The  case  proved  to  be  one  of  myoma,  complicated 
by  carcinoma  of  the  body  of  the  womb.  In  spite  of  some 
senile  contraction  of  the  vagina,  Flaischlen  operated  by  that 
way ;  the  cervix  was  lacerated  in  the  course  of  the  operation, 
but  he  at  once  applied  sutures  of  strong  silk,  in  which  he  found 
an  excellent  means  of  traction.  The  uterus  was  removed  by 
morcellement  of  the  myoma,  and  the  patient  made  a  good 
recovery,  being  quite  well  in  a  few  weeks.  P.  Z.  H. 

Myoma  and  Inversion  of  the  Uterus. 

Simon  {Aerztliches  Verein  Numberg,  1901,  October  3),  ex- 
hibited a  specimen  of  a  submucous  myoma,  the  size  of  a  child's 
head,  removed  from  the  fundus  of  the  inverted  uterus  of  a 
woman  of  62.  It  was  partially  gangrenous,  and  attached  by  a 
short  and  very  broad  pedicle.  The  >yoman  had  suffered  from 
haemorrhage  twice  in  the  course  of  twelve  months,  and  had 
often  felt  as  if  something  wanted  to  come  out  of  her  vagina. 
Apparently  for  supposed  prolapse  a  midwife  had  in  vain  tried 
to  insert  a  ring,  and  the  woman  continued  working  till  the 
day  seen,  when  on  lifting  a  heavy  weight,  she  had  profuse 
haemorrhage.  After  the  tumour  had  been  excised,  and  the 
wound  in  the  uterus  stitched,  the  bleeding  ceased,  and  by 
moderate  compression,  while  the  thick  oedematous  lips  were 
held  down  by  Museaux's  forceps,  the  uterus  was  rein  verted, 
and  was  then  plugged  with  iodoform  gauze.  Complete  recovery. 
This  is  another  case  to  show  that  the  danger  of  myomata  is  not 
past  with  the  climacteric,  but  that  even  years  afterwards  these 
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tumours  in  not  a  few  cases  take  on  further  growth  and  cause 
serious  symptoms. 

Vaginal  Total  Extirpations  for  Cancer  (Chrobak's). 

Knaubr,  Vienna  {Hegar*s  Beitrdge  z.  Geb.  u.  Gyn,,  Bd.  v.. 
Heft  2),  reviews  the  results  of  vaginal  extirpation  for  cancer  in 
Chrobak's  clinic  during  ten  years.  The  number  of  patients  who 
sought  relief  on  account  of  carcinoma  was  1,374 — 3*4  per  cent, 
of  the  whole.  There  were  236  radical  operations,  ail  total 
vaginal  extirpations  except  23.  Intervention  was  undertaken 
whenever  there  was  a  prospect  of  operating  in  sound  tissue, 
even  when  the  disease  had  extended  beyond  the  uterus,  but 
21  cases,  in  which  on  account  of  the  advanced  stage  of  the  new 
growth  the  operation  was  merely  palliative,  must  be  omitted  in 
considering  the  results ;  the  subjects  soon  died  from  recurrence* 
and  were  cases  for  high  amputation  rather  than  palliative 
extirpation.  Out  of  the  213  total  extirpations  12  died  after  the 
operation,  6  others  from  general  causes ;  19  could  not  be  followed 
up,  leaving  176  available  as  regards  permanence  of  cure;  of 
these  34'6  per  cent,  were  free  from  recurrence  for  five  years; 
from  i5'o  to  29  per  cent,  of  all  cases  seen  operable,  and  7-7 
per  cent,  were  cured.  Knauer  finds  that  it  is  well  to  combine 
Schuchardt's  method  (paravaginal  incision,  ante^  p.  with 
extirpation  by  the  cautery. 

Freund's  Operation. 

H.  W.  Freund,  Strassburg  (Zeits.f.  Geb,  u.  Gyn,,  Bd.  xlvi.. 
Heft  2),  warmly  advocates  the  abdominal  operation  for  uterine 
cancer.  Of  fifteen  cases  so  treated,  in  three  the  disease  was 
limited  to  the  uterus ;  two  died  which  were  beyond  radical 
operation,  the  others  recovered.  He  holds  the  extended  opera- 
tion of  W.  A.  Freund  to  be  indicated  in  commencing  carcinoma 
limited  to  the  uterus  itself  or  to  its  immediate  neighbourhood, 
and  that  in  all  other  cases,  vaginal  extirpation,  as  a  palliative 
measure,  is  the  only  operation  to  be  thought  of. 

Radical  Operation  for  Uterine  Cancer. 

Wertheim,  Vienna  {Archiv.f,  Gyn,^  Bd.  Ixv.,  Ss.  1-39),  in  an 
article  illustrated  by  six  plates  and  sixty  woodcuts,  discusses  the 
technique  and  subsequent  treatment  of  his  radical  abdominal 
operation  for  cancer  of  the  uterus  (v.  ante,  p.  84)^  and  reports  a 
second  series  of  31  cases,  making  60  in  all),  with  concise  descrip- 
tions of  the  condition,  operations,  accidental  injuries  and  sub- 
sequent course  in  each  case,  with  sketches  illustrating  the 
extension  of  the  disease  and  implication  of  the  local  lymphatic 
glands.  Whereas  the  operation  was  fatal  in  12  of  the  iirst  30 
cases,  in  the  second  series  it  was  so  in  5  only.    The  ureters 


ChoriO' Epithelioma  of  the  Vagina  igi 


were  never  injured  in  this  latter  series,  nevertheless,  uretero- 
vaginal  fistula  resulted  in  5  instances,  necessitating  nephrec- 
tomy in  2,  and  a  fatal  issue  in  i.  Vesical  paresis  was  met 
with  in  several  cases. 

Deciduoma. 

Winkler,  Breslau  (Zeits.f.  Geb,  m.  Gyn,^  Bd.  xlvi.,  Heft  2), 
in  this  careful  critical  essay  endeavours  to  trace  the  cell-forms 
concerned  in  the  structure  of  deciduoma  malignum  to  elements 
of  the  decidua,  and  to  locate  their  origin  to  the  seat  of  the 
placenta  in  the  gravid  or  puerperal  uterus.  His  argument  is 
essentially  directed  against  Marchand's  views,  that  the  new 
growth  should  be  called  chorio-epithelioma,  and  that  it  originates 
From  the  syncytium  and  the  cells  of  Langhan*s  layer.  On  the 
ground  of  two  cases  minutely  described,  Winkler  gives  two 
forms  of  cells  which  are  uniformly  found  in  the  tumour  and 
in  its  metastases,  and  refers  the  origin  of  these  cells  to  the 
decidual  basal  layer  of  the  placenta.  He  then  discusses  the 
geneses  of  the  syncvtium,  Langhan's  layer  and  the  decidua, 
and  points  out  that  the  origin  assigned  by  Marchand  and  others 
to  deciduoma,  from  the  two  former  and  from  wandering  chorionic 
cells,  is  erroneous,  and  that  the  elements  of  the  new  growth  are 
with  better  reason  to  be  referred  to  the  decidua.  The  two  forms 
of  cell  which  he  describes  as  entering  into  the  formation  of 
deciduoma  are  the  round  decidual  cell  and  the  syncytial  elements. 
He  declares  that  the  new  growth  is  rightly  called  deciduoma, 
and  in  regard  to  the  derivation  of  its  cells,  must  be  included 
among  the  sarcomata. 

Malignant  Chorio-Epithelioma  op  the  Vagina,  the  Uterus 
BEING  Healthy. 

ScHMiT,  Vienna  {Wiener  klin.  Wchns.,  1901,  No.  44),  gives  the 
following  case :  A  woman  aged  41,  seven  weeks  after  a  second 
abortion,  suffered  from  haemorrhage,  the  cause  of  which  was 
found  in  a  bluish  tumour,  larger  than  a  hazel  nut,  in  the  anterior 
vaginal  wall ;  the  uterus  and  adnexa  proved  to  be  sound.  The 
tumour  turned  out  to  be  a  haematoma  which  contained  in  its 
centre  chorionic  villi  and  elements  of  malignant  chorio-epithe- 
lioma that  undoubtedly  were  derived  from  the  superficial  layers 
of  the  villi.  He  supposes  that  benign  villi  strayed  into  the 
vaginal  vessels,  and  having  done  so,  began  to  degenerate  there. 
The  process  of  the  probable  development  of  the  haematoma  is 
minutely  discussed.  Schmit  thinks  it  possible  that,  under 
favourable  circumstances,  spontaneous  cure  of  such  tumour 
formation  might  occur. 

The  above  case  seems  entirely  analogous  to  one  reported 
by  the  same  author  in  1900  {vide  B.  G.  J.,  vol.  xvi..  Summary, 
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p.  200).  Id  remarking  upon  it  at  the  Vienna  Gynaecological 
and  Obstetrical  Society,  Schauta  said  that  the  idea  that 
vaginal  metastases  of  chorio-epithelioma  were  not  in  them- 
selves malignant  seemed,  from  the  literature  of  this  disease, 
to  prevail  in  many  quarters;  indeed,  not  a  single  instance 
had  been  published  of  recurrence  after  the  removal  of  such 
metastases — an  astonishing  circumstance,  when  one  remembers 
that  of  all  new  growths,  chorio-epithelioma,  when  it  a£bcts 
the  uterus,  is  the  most  malignant.  When  these  vaginal  growths 
are  examined,  the  centre  or  kernel  of  them  is  found  to  consist 
of  a  very  little  real  tissue,  while  the  peripheral  portion,  of  much 
greater  volume,  is  made  up  of  clotted  blood.  These  varinal 
growths  very  soon  betray  themselves  by  their  size  and  by 
breaking  through  the  vaginal  wall  and  causing  haemorrhage,  and 
these  early  symptoms  attract  the  attention  of  the  patient  and 
her  physician,  and  on  vaginal  examination  the  tumours  can 
hardly  be  overlooked.  Even  an  unskilled  surgeon  is  not  likely 
to  operate  on  them  except  in  sound  tissue,  for  when  an  incision 
is  niade  one  comes  upon  the  coagula  and  not  on  the  central 
portion.  But  when  a  tumour  of  the  same  kind  affects  the 
uterus,  the  surrounding  tissue  is  too  firm,  and  contains  too 
little  loose  connective  tissue  to  allow  the  formation  of  an  haema- 
toma.  Thus  metastases  which  form  in  the  vagina  are  soon 
discovered,  and  are  operated  on  too  early  to  develop  there,  the 
property  of  recurrence  peculiar  to  most  malignant  growths. 
While  offering  this  explanation  of  the  apparent  innocence  of 
chorio-epithelioma  in  the  vagina,  Schauta  believes  that  essentially 
it  is  as  malignant  there  as  in  the  uterus.  The  following  note 
shows  that  recurrence  does  take  place  when  these  growths  are 
not  dealt  with  early  enough. 

Chorio-Epithelioma  of  the  Vagina. 
Wehle  {Centralh.f.  Gyn,y  1901, 1429),  reported  to  the  Dresden 
Gynaecological  Society  two  cases  of  syncytioma  six  months  after 
labour.  In  the  one,  a  Vll.-para  of  46,  a  tumour  the  size  of  a 
mandarin  orange  had  developed  rapidly  within  fourteen  days  in 
the  right  labium ;  this  was  extirpated  by  incisions  that  micro- 
scopically appeared  to  be  in  sound  tissue,  but  recurrence  took 
place  in  eight  days,  and  was  fatal  in  five  weeks.  In  the  other, 
a  VI. -para  of  39,  an  orange-sized  tumour  was  removed  by  the 
sharp  spoon  and  Paquelin  from  the  posterior  vaginal  vault ;  the 
entire  vagina  was  extremely  friable,  recurrence  took  place  within 
ten  days,  so  extended  as  to  preclude  further  interference,  and  a 
fatal  issue  was  impending. 

"  Deportation  "  of  the  Chorionic  Villi. 
Veit,  Leyden  (Zeits,  /.  Geh,  «.  Gyn.,  Bd.  xliy..  Heft  3),  has 
ascertained  from  a  series  of  sections  of  a  specimen  of  extra- 
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uterine  pregnancy,  secured  before  the  death  of  the  foetus,  that 
the  chorionic  villi  find  their  way  into  the  veins  which  open 
into  the  blood  spaces  of  the  placenta,  and  may  penetrate  very 
deeply ;  the  villi  sometimes  float  freely,  sometimes  adhere  to  the 
walls  of  the  veins,  although  the  intervascular  stroma  is  not 
invaded  by  their  tissue.  In  some  instances  the  villi  or  their 
epithelial  investment  (the  syncytium  and  cells  of  Langhans), 
become  detached  and  are  left  without  any  connection  with  the 
tissues  of  the  foetal  placenta.  Veit  calls  this  process  deporta- 
tion ; "  it  is  evidently  due  to  the  current  of  the  blood,  as  it  is 
only  observed  in  the  veins.  Similar  phenomena  are  to  be 
observed  in  intrauterine  pregnancy. 

The  effect  of  this  deportation  of  the  chorionic  villi  is  to 
enlarge  the  openings  of  the  veins  into  the  blood  spaces.  The 
ends  of  the  veins  become  dilated  and  are  eventually  taken  into 
and  augment  the  size  of  the  blood  spaces  ;  in  proof  of  this  traces 
of  vascular  endothelium  may  be  found  round  the  mouths  of 
the  veins  thus  in  process  of  dilatation.  This  deportation  also 
furnishes  an  explanation  of  the  want  of  continuity  in  the  decidua 
of  tubal  pregnancies.  The  submucous  layer  of  the  tubes  is 
extremely  thin,  and  as  it  alone  furnishes  the  decidua,  the 
chorionic  villi  which  find  their  way  into  the  venous  channels 
below  it  become  dissociated  from  everything  except  the  muscular 
layer.  When,  by  progressive  dilatation,  the  distal  ends  of  the 
veins  have  been  merged  in  the  blood  lacunae,  there  will,  at  ail 
events  at  first,  be  in  their  walls  muscular  tissue  only  and  no 
decidual  cells.  This  same  process,  moreover,  accounts  for 
adhesions  of  the  placenta  ;  if  the  villi  have  penetrated  too  deeply 
or  in  excessive  number  into  the  interior  of  the  veins,  adhesions 
are  certain  to  form. 

PSBUDOMYXOMA  PBRrrONBI.] 

PoLANo,  Greifswald  {Manats.  f,  Geb,  u,  Gyn.,  Bd.  xiii.,  Heft  6), 
relates  a  case  of  a  woman  of  66,  from  whom  a  cystadenoma 
pseudomucinosum  sinistr.  had  been  removed ;  gelatinous  masses 
were  found  in  the  peritoneum,  but  she  had  good  health  for  two 
years  after  the  operation.  A  similar  tumour  subsequently 
developed  from  the  right  ovary,  which  had  not  been  removed, 
and  after  an  accident  was  thought  to  have  been  ruptured ;  the 
patient's  condition  then  rapidly  deteriorated,  ascites  collected; 
the  right  ovarian  tumour,  the  entire  surface  of  which  was 
covered  with  gelatinous  masses,  was  therefore  removed.  On  the 
intestinal  serosa  there  were  dispersed  nodules,  and  masses  of 
gelatinous  matter  were  found  on  the  pelvic  peritoneum,  the 
under  surface  of  the  liver,  and  in  the  broad  ligaments.  The 
patient  died  from  ileus.  The  relation  of  the  tumour  to  the  liver 
was  of  great  interest.  To  the  naked  eye  it  was  evident  that  the 
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vitreous  masses  of  new  growth  extended  deeply  into  the  liver 
substance  as  a  sheath  accompanying  the  vena  porta  and  its 
branches;  under  the  microscope  it  was  seen  that,  at  some 
places,  the  tumour,  by  active  proliferation  of  its  epithelium,  had 
broken  through  the  capsule  of  connective  tissue  and  grown 
deeply  into  the  hepatic  parenchyma. 

The  tumour  was  in  fact  a  peculiar  form  of  implantation 
new-growth  from  cystadenoma  pseudomucinosum,  and  very 
closely  allied  to  carcinoma. 

Pseudomyxoma  of  the  Peritoneum  and  Omentum. 

Lewitzky,  Kief  {Monats,  f,  Geb,  u,  Gyn.^  B.  xiv.,  Heft  4), 
reports  a  case  of  a  ruptured  ovarian  tumour,  the  pedicle  of 
which  was  twisted  two  and  a  half  times  about  its  axis.  There 
were  colloid  masses  in  the  peritoneal  cavity,  and,  at  many  points 
on  the  serosa,  transparent  white  sago-like  cystic  new  growths, 
some  spread  out,  others  attached  by  long  pedicles.  The  entire 
omentum  was  occupied  by  similar  cysts  in  its  walls,  or  attached 
by  long  or  short  pedicles. 

On  the  Presence  of  Follicular  Formations  in  New 
Growths  ;  a  Contribution  to  the  Etiology  of  Ovarian 
Tumours  :  Folliculoma," 

Hans  Schroeder,  Bonn  {Archiv,/,  Gyn,,  Bd.  Ixiv.,  Heft  2), 
reports,  a  HI. -para  of  36,  who  had  had  irregular  haemorrhage 
for  four  years,  underwent  total  extirpation  of  uterus  and  adnexa 
for  a  tumour  the  size  of  a  billiard  ball,  affecting  the  right  ovary. 
The  ovarian  tissue  in  the  tumour  was  replaced  by  an  atypical 
new  growth  consisting  of  quasi-follicular  alveoli  filled  with 
epithelium  in  which  numerous  structures  like  mature  follicles 
were  included.  The  new  growth  was  derived  from  follicular 
epithelium,  and  Schroeder  suggests  it  should  be  called  Folli- 
culoma." 

On  the  Occurrence  of  Cancerous  Metastases  in  the 
Ovary  from  Primary  Cancer  of  some  other  Abdo- 
minal Organ. 

Kraus,  Vienna  {Monats,  f,  Geb,  u,  Gyn,^  Bd.  xiv..  Heft  i) 
describes  the  histological  processes  in  the  formation  of  ovarian 
metastases  in  five  cases  of  primary  carcinoma  of  various  abdo- 
minal viscera  (stomach,  caecum,  gall  duct)  and  asserts  that  they 
are  due  to  implantation,  on  the  ovarian  epithelium,  of  cancerous 
particles  free  in  the  peritoneal  cavity.  The  way  in  which  the 
cancerous  cells  penetrate  inwards  from  the  ovarian  surface  is 
not  always  the  same.  These  cells  are  found  on  the  surface  of 
the  ovary,  either  spread  out,  or  in  little  accumulations  in  the 
gaps  or  depressions.    The  germinal  epithelium  is  often  intact 
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beneath  them.  The  cell  proliferation  may  grow  tn  masse  into  the 
ovarian  substance  or  may  advance  on  ready-made  paths.  The 
superficial  cancer  cells  also,  without  changing  their  own  place, 
may  set  up  proliferation  of  the  connective  tissue  of  the  stroma 
beneath  them,  and  then,  in  a  secondary  way,  extend  along  the 
blood  vessels  and  lymphatics. 

The  favouring  conditions,  to  which  the  frequency  of  ovarian 
metastases  is  due,  are  to  be  found  in  the  germinal  epithelium. 
The  tendency  of  these  metastases  to  form  large  tumours,  con- 
trasted with  that  of  implantations  of  particles  of  the  tumour  on 
the  peritoneum  to  form  superficial  nodules,  rests  upon  the  histo- 
logical and  physiological  peculiarities  of  the  ovaries,  and  above 
all  in  their  richness  in  lymphatic  vessels. 

Implantation  Metastases  of  Ovarian  Adenocystoma. 

Pbiser,  Berlin  (Monats,  /.  Geb.  u.  Gyn,,  Bd.  xiv.,  Heft  2) 
reports  as  follows  :  A  year  and  a  half  after  the  extirpation  of  an 
adherent  glandular  ovarian  cystoma,  which  as  a  result  of  an 
imperfectly  aseptic  puncture  had  suppurated,  an  implantation 
metastasis  was  found  in  the  abdominal  wall  near  the  seat  of  the 
puncture.  The  tumour,  about  the  size  of  a  fist,  was  hard ;  it 
protruded,  and  was  covered  by  normal  skin,  but  had  a  fistulous 
opening  with  a  muco-purulent  discharge.  This  tumour  was 
removed,  it  was  adherent  to  a  loop  of  intestine,  and  in  two 
places  had  broken  through  the  wall  and  continued  its  develop- 
ment inside  the  lumen  of  the  bowel.  The  specimen  consisted 
of  small  communicating  cysts,  and  under  the  microscope  showed 
the  structure  of  cystoma  proliferum  glandulare  ovarii.  Peiser's 
explanation  of  the  case  is  that,  by  the  puncture  of  the  benign 
tumour,  some  of  its  cells  were  transplanted  into  the  abdominal 
wound  and  developed  a  tumour  there,  and  he  concludes  that 
such  cells  can  live  outside  the  peritoneal  cavity,  and  form  new- 
growths  similar  in  structure  to  the  original  tumour.  The 
invasion  of  the  tumour  into  the  intestine  was  by  ulceration  of 
the  intestinal  wall,  after  the  latter  had  by  inflammation  become 
adherent  to  the  wall  of  the  abdomen ;  the  growth  in  the  abdo- 
minal wall,  as  the  tumour  developed  from  the  seat  of  the 
puncture,  took  place  between  the  layers  of  the  wall. 

Total  Ablation  of  Uterus  and  Adnexa,  in  Cases  of 
Malignant  Tumours  of  the  Ovary.  Fourteenth  French 
Congress  of  Surgery,  1901,  October  26. 

Delaunay,  Paris,  reported  that  a  woman  of  40,  from 
whom  he  had  removed  an  enormous  colloid  ovarian  cyst, 
returned  one  year  later  for  relief  from  the  troubles  associated 
with  enlargement  of  her  womb.     He  performed  a  vaginal 
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hysterectomy,  removing  the  adnexa  also.  Histological  examina- 
tion proved  that  the  uterine  tissues  were  the  seat  of  epithelio- 
matous  degeneration.  Influenced  by  this  case  he  removed  an 
apparently  sound  uterus  from  another  patient,  on  whom  he 
operated  for  a  malignant  ovarian  tumour,  and  found  that  the 
uterus  was  already  affected  by  epithelioma.  He  asks,  therefore, 
whether  it  would  not,  in  general,  be  wise  to  remove  the  uterus 
whenever  laparotomy  is  performed  for  an  ovarian  cyst. 

Ovarian  Dystrophia  :  Syndromata  of  Basedow's  Disease  and 
Pseudo-Myxcedema. 

Dalche  {Soc.  iiiid.  des  Hdp.,  1901,  November  15),  pointed 
out  that  among  the  phenomena  associated  with  ovarian  dystrophia 
some  are  met  with  which  belong  to  the  syndromata  of  Basedow's 
disease  (tachycardia,  flushes  of  heat,  critical  sweats,  &c.),  while 
others  recall  those  of  myxoederaa  (puffings,  inflltrations  of  the 
skin,  dyspeptic  troubles,  &c.).  In  consequence  of  this  similarity 
he  held  that  ovarian  opotherapy  was  equally  indicated  to  meet 
these  two  sets  of  symptoms. 

Decidual  Changes  in  the  Ovaries,  and  their  Relation  to 
other  Ovarian  Lesions. 

Lindenthal  (Monats.  /.  Geb.  u.  Gyn.,  190 1,  June,  S.  707), 
has  made  the  decidual  modifications  in  the  ovary  connected  with 
pregnancy  the  subject  of  special  investigation.  These  changes 
are  not  constant,  as  he  met  with  them  in  only  25  cases  out  of  39 ; 
they  are  not  found  before  the  third  month,  at  which  time  the 
cells  of  the  connective  tissue  lying  beneath  the  albuginea  may 
be  found  to  hypertrophy,  assume  a  polyhedric  or  irregular  form, 
and  form  groups  around  the  dilated  capillaries ;  these  cells  have 
a  decidual  character.  By  their  proliferation  they  soon  elevate 
the  germinative  epithelium  and  give  rise  to  a  number  of 
inequalities  separated  by  insets  of  variable  depth  clothed  with 
the  same  epithelium.  About  the  fifth  or  sixth  month  these 
inequalities  form  little  projections  resembling  in  section  flattened 
mushrooms.  At  the  end  of  the  sixth  month,  signs  of  regression 
appear  in  the  decidual  cells;  the  protoplasm  takes  the  eosine 
stain  deeply,  and  forms  little  vacuoles  containing  a  peculiar 
mucous  fluid ;  the  cells  lose  the  sharpness  of  their  outline,  and 
the  fibrillar  stroma  becomes  more  homogeneous.  Glycogenic 
granulation  was  never  noticed.  At  the  ninth  or  tenth  lunar 
month  the  decidual  elements  show  marked  hyaline  degeneration, 
and  their  proliferations  atrophy  and  sclerose.  On  the  other 
hand,  the  epithelial  excavations  which  separate  them  become 
more  and  more  detached  from  the  ovarian  surface,  turning  into 
small  cysts  which  tend  to  disappear.  After  the  birth  of  the 
child  the  process  of  regression  still  goes  on,  but  the  knowledge 
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of  the  above  facts  discloses  the  true  origin  of  the  traces  of 
vacuoles  or  cysts,  and  hyaline  or  fibrous  out-crops  which  are 
still  met  with.  Linden  thai,  moreover,  believes  that  these 
observations  may  elucidate  the  development  of  fibrous  papillo- 
mata  and  small  simple  cysts  of  the  ovary. 

HiEMATOCBLE  ReTROUTERINA  FROM  OVARIAN  HiGMORRHAGE. 

Gabriel,  Gotha  {Archiv,  /.  Gyn,,  Bd.  Ixiv.,  Heft  2),  reports 
that  in  a  patient  of  24,  submitted  to  vaginal  radical  operation 
for  retrouterine  haematocele  and  suppurating  adnexa,  no  other 
source  for  the  effused  blood  could  be  found  but  a  cavity,  the 
size  of  a  cherry,  in  the  left  ovary,  filled  with  recent  blood- 
clots.  Microscopic  examination  by  Professor  Beneke,  showed 
this  cavity  to  be  a  recently  ruptured  follicle;  it  contained  no 
ovular  remnants. 

The  Prognosis  and  Indications  for  Ovariotomy  in 
Pregnancy. 

Orgler,  Landau's  Clinic  {Archiv,  /.  Gyn.,  Bd.  Ixv.,  Ss.  126- 
160),  reports  10  cases  of  ovariotomy  during  pregnancy,  and 
followed  in  4  instances  by  abortion ;  all  the  patients  recovered. 
He  has  also  collected  148  cases  of  pregnancy,  complicated  by 
ovarian  tumours,  available  for  statistics,  and  finds  that  the 
mortality  has  been  27  per  cent.,  and  that  in  22*5  per  cent,  the 
pregnancy  has  been  interrupted.  In  such  cases  he  concurs 
with  other  authorities  that  ovariotomy  should  be  performed  as 
early  as  possible. 

Dermoid  Cyst  of  the  Right  Ovary  removed  in  the  Fourth 
Month  of  Pregnancy. 
Flatau,  Nuremberg  {Munch,  mcd,  Wchns,,  1901,  S.  1902) 
reported  the  case  of  a  woman  three  and  a-half  months  pregnant, 
who  was  suddenly  attacked  with  symptoms  of  peritonitis,  with 
fever  and  a  rapid  pulse.  The  diagnosis  was  obscured  by  a  hard 
tumour,  apparently  immovable,  lying  underneath  the  left  costal 
arch.  As  tumours  of  the  spleen,  kidney  and  omentum  could  be 
excluded,  the  diagnosis  made  was  adnexal  tumour  or  pedicled 
myoma  with  torsion.  On  laparotomy  a  dermoid  cyst  of  the 
right  ovary,  as  large  as  the  head,  was  removed,  the  pedicle  of 
which  was  twisted  three  and  a-half  times  round  its  axis ;  there 
were  numerous  blood  vessels  in  the  walls  and  inside  of  the  sac ; 
the  tube  constituted  an  acutely  formed  haematosalpinx.  The 
patient  recovered  without  interruption  of  the  pregnancy. 

The  So-called  Dermoid  Cysts  or  Embryomata  of  the 

Ovaries. 

Katsurada  {Ziegler's  Beitrdge  z.  path,  Anat.,  Bd.  xxx.,  Heft 
2)9  describes  in  detail  four  cases  of  dermoid  cysts  of  the  ovary 
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containiog  tissues  and  organs  showing  that  all  three  germinal 
layers  had  been  concerned  in  their  development  {Embyramata  of 
Wilms).  The  inclusion  of  fibres  of  the  cardiac  muscular  tissue 
^n  the  first  case  is  noteworthy  as  unique.  The  author  concurs 
with  the  views  lately  advanced  by  Bonnet  as  to  the  genesis  of 
these  tumoiurs. 

The  Malignity  of  Solid  Embrvomata. 

Jung,  Greifswald  {Monats.f.  Geh.  u.  Gyn.,  Bd.  xiv.,  Heft  5), 
describes  two  cases  of  embryoma ;  in  the  one  the  peritoneum 
over  the  bladder  and  left  broad  ligament,  and  the  omentum, 
were  covered  with  numerous  nodules,  and  the  retropentoneal 
lymphatic  glands  were  swollen.  The  patient  was  in  good  health 
eighteen  months  after  the  operation.  The  nodules  under  the 
microscope  were  found  to  depend  on  obliterated  vessels.  Jung 
attributes  the  growth  of  the  vessel  walls  causing  this  obliteration 
to  the  continued  pressure  of  the  tumour,  and  suggests  that  such 
or  similar  formations  which  have  been  left  in  stiu^  may  explain 
the  reported  cures  after  the  removal  of  malignant  abdominal 
tumours  accompanied  by  apparent  implantations. 

According  to  the  theory  of  foetal  inclusion  there  is  no  possible 
qualitative  difference  between  cystic  and  solid  embryomata,  and 
the  solid  embryomata  must  be  looked  upon  as  benign.  More- 
over, according  to  this  theory  embryomata  are  congenital,  and 
can  not  be  considered  new  growths  in  the  sense  of  that  term  as 
applied  to  other  tumours,  but  as  parasites  to  which  the  terms 
malignant  and  benign  should  not  be  applied.  This  view  is 
supported  by  irrefutable  instances  of  protracted  freedom  from 
recurrence  after  the  removal  of  solid  embryomata  the  histological 
structure  of  which  has  been  benign. 

Tubal  Cyst  containing  Eggs  of  thb  Oxyuris. 

Marro  {Arch,  per  le  scienu  med,,  T.  xxx.,  2)  reports  that  in 
examining  the  pelvic  organs  of  a  woman  of  34,  dead  from  general 
paralysis,  a  simple  ovarian  cyst  the  size  of  an  orange  was  found 
on  the  right  side.  The  left  tube  bore  two  small  cystic  bodies ;  one 
a  few  centimetres  above  the  pavilion  was  about  twice  the  size  of 
a  pea  and  contained  a  clear  fluid  and  some  crystals  of  cbole> 
sterine ;  the  other,  situated  close  to  the  fimbriae,  was  hardly  as 
large  as  a  pea  and  its  walls  were  nearly  two  millimetres  thick ; 
under  the  microscope  its  thick  granular  yellow  contents  con- 
sisted of  granular  fatty  matter  and  crystals  of  cholesterine,  in 
the  midst  of  which  were  numerous  eggs  of  the  oxyuris  vermi- 
cularis,  some  uninjured,  others  more  or  less  deformed  but 
perfectly  recognisable.  The  walls  of  this  little  sac  were  entirely 
of  fibrous  connective  tissue,  so  that  it  was  not  formed  at  the 
expense  of  the  tube  but  was  a  new  growth.    The  author  there- 
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fore  considers  that  it  owed  its  origin  to  a  female  oxyuris  which 
had  found  its  way  through  the  uterus  to  the  end  of  the  tube,  and 
there  set  up  a  reactionary  process.  This  must  have  been  of 
long  standing,  for  neither  the  adult  parasite  nor  its  eggs  could 
be  found  in  the  alimentary  canal.  Its  well-known  mobility  has 
made  the  presence  of  the  oxyuris  in  the  uterus  not  very  un- 
common, but  hitherto  this  parasite  has  not  been  known  to 
penetrate  more  deeply  into  the  genital  organs  of  woman. 

Bilateral  HiBMATosALPiNx  following  Adbnomyoma 
OF  THE  Tubes. 

Chrysopathes,  Athens  (Zeits.  /.  Geb.  m.  Gyn.,  Bd.  xliv., 
Heft  2),  reports  the  case  ot  a  woman  of  30  who  had  men- 
struated from  the  age  of  13,  always  with  severe,  and  sometimes 
even  syncopal,  pains  extending  to  the  thighs  and  sacrum.  She 
had  been  therefore  always  compelled  to  rest  on  the  day  the 
discharge  appeared,  and  also  to  abstain  from  food  as  she  often 
had  to  vomit.  Married  at  18,  she  had  a  normal  childbed  at  20, 
and  her  next  succeeding  catamenia  were  at  first  much  less 
painful,  but  soon  became  as  bad  and  even  worse  than  ever. 
Occasionally  there  was  complete  omission,  and  the  next  flow  was 
then  more  copious.  There  was  some  leucorrhcea  in  the  intervals. 
She  was  habitually  constipated,  and  latterly  her  menstrual  dis- 
charge had  been  black  and  fcetid. 

On  the  right  side  of  her  abomen  she  had  a  hard,  slightly 
movable  tumour  as  large  as  a  fist,  and  adherent  to  the  uterus ; 
this  tumour  was  very  tender  on  pressure.  On  the  left  side, 
except  tor  a  certain  tenderness,  the  adnexa  seemed  to  be  normal. 
The  uterus  was  in  slight  anteflexion.  Laparotomy  disclosed 
a  right  haematosalpinx  as  large  as  a  fist,  and  one  on  the  left  the 
size  of  a  walnut ;  there  were  some  adhesions  on  the  right  side. 
The  sacs  in  the  tubes  stopped  abruptly  a  little  outside  the 
uterine  horns,  and  at  these  points  one  could  feel  two  small  hard 
bodies  the  size  of  a  hazel  nut.  The  patient  recovered  com- 
pletely in  three  weeks  after  bilateral  salpingo-oophorectomy. 

In  the  specimen  the  tubes  were  obliterated,  the  small 
tumours  in  their  walls  were  formed  of  adenomatous  and  muscular 
tissue,  and  had  no  apparent  relation  to  the  lumina  of  the  tubes 
or  any  inflammatory  process.  This  fact,  and  the  simultaneous 
appearance  of  menstruation  and  dysmenorrhcea,  lead  the  author 
to  consider  these  adenomyomata  as  of  embryonic  origin,  and 
to  see  in  them,  with  Recklinghausen,  results  of  evolutionary 
aberration  of  Muller's  ducts. 

The  case  is  interesting  as  one  in  which  haematosalpinx  has 
not  been  due  to  an  ectopic  gestation. 

Abel  (Soc,  de  Mid,^  Berlin^  November  13,  1901)  exhibited  a 
specimen  from  a  bipartite  uterus  with  haematometra  and  haemato- 
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salpinx  on  the  left  side.  To  save  the  right  half  of  the  uterus 
he  had  removed  the  left  by  vaginal  coeliotomy  six  months  ago, 
since  when  the  woman  had  menstruated  regularly  and  without 
pain. 

Surgery  of  Pyosalpinx. 

Flatau,  Nuremberg  {Milnch,  med,  Wchns.f  1901,  S.  1902), 
used  formerly  to  form  a  pedicle  to  the  purulent  sac  and  tie  it, 
but  soon  abandoned  the  practice  in  favour  of  the  vaginal  radical 
operation  after  the  Doyen-Landau  method.  Of  late  years  he 
has  resumed  abdominal  extirpation.  The  two  great  dangers  of 
this  method  used  to  be,  first,  the  risk  of  breaking  the  sac  while 
trying  to  form  a  pedicle  to  the  tumour,  as  this  latter  is  generally 
firmly  adherent,  and  secondly,  troublesome  and  annoying  exu- 
dations from  the  stump  after  the  operation ;  but  these  dangers 
Flautau  thinks  he  avoids  by  his  technique.  A  disciple  of 
Rumpf s,  he  does  not  try  to  make  any  pedicle  when  the  natural 
conditions  do  not  give  one,  and  avoids  any  ligature  en  masse. 
He  cautiously  divides  the  adhesions  of  the  tubal  sac  in  siiu  with 
knife  scissors  and  forceps,  without  any  traction  on  the  tumour, 
and  then  amputates  the  latter  with  scissors  at  the  insertion  of 
the  ligament,  in  such  a  way  as  to  excise  the  whole  of  the  tubal 
corner  of  the  uterus  in  the  shape  of  a  cone.  The  haemorrhage 
is  but  slight ;  two  or  three  points  are  secured  with  artery  forceps 
and  tied,  and  the  gap  in  the  uterus  and  the  slit  in  the  broad 
ligament  are  closed  by  continuous  suture  so  as  to  bring  the 
peritoneal  surfaces  into  contact.  As  in  this  method  no  unnatural 
strain  is  put  upon  the  peritoneum,  the  pain  after  the  operation 
is  materially  diminished.  For  intra-abdominal  ligatures  and 
stitches  Flatau  has  for  years  employed  cumol-catgut  prepared 
in  Kr5nig*s  way. 

On  Tubal  Sterilisation. 

Kbhrer  {Hegar's  Beitrdge  z,  Geb.  u.  Gyn.^  Bd.  v.,  Heft  2) 
reports  four  cases  of  tubal  sterilisation  performed  by  him ;  in 
two  on  account  of  the  exhaustion  {Erschopfung)  of  the  woman, 
in  one  for  recurrent  hernia  lin.  alb.,  and  in  the  fourth  for  serious 
psychosis.  Conception  did  not  afterwards  occur.  Of  the 
di^erent  methods  of  operating  he  recommends  resection  of  a 
considerable  portion  of  the  isthmus,  with  conical  excision  of  the 
uterine  insertions  of  the  tubes.  Preliminary  conditions  are  that 
other  means  of  preventing  conception  have  been  tried,  that 
living  children  exist,  and  that  husband  and  wife  have  both 
consented  to  the  operation ;  under  such  circumstances  sterilisa- 
tion is  indicated  in  pelvic  contraction  of  the  second  and  third 
degrees,  in  unfavourable  constitutional  conditions,  in  severe 
chronic,  local  and  general  diseases,  and  occasionally  in  lapar- 
otomies for  independent  reasons. 


Interstitial  Pregnancy 


201 


Etiology  of  Extrauterine  Gestation. 

ViGNARD,  Nantes  (Ann,  Gyn.  Obst,,  1901,  Nov.),  bases  his 
diagnosis  of  extrauterine  gestation,  of  which  he  has  had  13 
cases  under  observation,  upon  delay  in  the  menstruation  extend- 
ing from  a  few  days  to  several  weeks  ;  upon  the  uterine  haemor- 
rhage, which  is  black  in  colour,  without  clots,  often  scanty,  but 
persistent ;  its  onset  coincides  with  that  of  unilateral  pains,  more 
or  less  violent,  and  the  rapid  development  of  a  tumour  at  or  near 
the  Fallopian  tube. 

Three  only  of  his  13  patients  were  nulliparae  ;  four  had  had 
inflammatory  aflfections  of  the  pelvic  organs;  two  had  had 
difficult  labours ;  one  had  suffered  from  dysmenorrhcea ;  no 
abnormal  condition  was  recorded  about  the  remaining  three. 
In  seven  instances  a  considerable  time,  ten,  seven,  five,  twelve, 
four,  seven  and  twelve  years  respectively,  had  elapsed  since  the 
woman's  last  child  was  born.  Vignard  concludes  that  the  tubal 
anomaly  to  which  the  ectopia  is  due  has  nearly  always  been 
acquired ;  that  attenuated  puerperal  infection  is  the  chief 
etiological  factor  rather  than  gonorrhoea. 

In  seven  cases  both  tubes  were  examined,  and  lesions  were 
found  in  both  in  two  instances,  on  one  side  only  in  five. 

P.  Z.  H. 

Interstitial  Pregnancy. 

GufiRARD,  DOsseldorf  (Centralb.  f.  Gyn.  1901,  No.  45),  reports 
a  case  of  true  interstitial  pregnancy  affecting  a  woman  of  38 
after  two  abortions  and  four  normal  labours.  In  the  third  month 
of  her  seventh  pregnancy  she  was  attacked  with  vomiting  and 
sudden  collapse,  and  a  diagnosis  of  extrauterine  gestation  was 
made.  On  laparotomy  the  ruptured  gestation  sac  was  found  in 
the  uterine  substance,  and  was  cut  out  and  the  wound  stitched 
up.  The  woman  recovered.  The  specimen,  when  submitted  to 
microscopic  examination,  also  proved  that  the  wall  of  the  sac 
was  formed  entirely  of  uterine  muscular  tissue,  in  which  the 
ovum  had  buried  itself  completely. 

Seven  Months  Ectopic  Gestation  of  a  Living  Child,  with 
A  Discussion  of  the  Diagnosis  and  Treatment  of 
Advanced  Extrauterine  Pregnancy  with  Living 
Fruit  on  the  Basis  of  126  Collected  Cases. 

Sittner,  Brandenburg  (Arch,  f,  Gyn.,  Bd.  Ixiv.,  Heft.  3), 
relates  that  in  a  Ill.-para  of  30,  the  diagnosis  varied  from  the 
second  to  the  seventh  month,  between  perityphlitis,  intra  or 
extra-uterine  pregnancy  and  both  combined.  On  laparotomy  a 
living  child,  weighing  1,250  grammes,  was  found  between  con- 
volutions  of  intestine.  The  placenta,  developed  upon  the 
peritoneum  of  Douglas*  pouch,  occupied  all  the  right  half  of 
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the  pelvis;  its  removal  was  followed  by  haemorrhage  that  could 
only  be  controlled  by  compressing  the  aorta.  Drainage, 
recovery.  The  pregnancy  had  been  originally  a  tubal  one.  In 
considering  the  indications  for  operation,  it  must  be  remembered 
that  a  large  number  of  such  children  have  lived  to  grow  up. 
The  maternal  mortality  in  such  operations  has,  during  the  last 
four  years,  been  i6  per  cent. 

Thb  Treatment  of  Extrauterine  Pregnancy. 

Ihm,  Konigsberg  (Zeits.  /.  Geh.  u.  Gyn^^  Bd.  xlvi.,  Heft  2), 
reviews  39  cases  seen  in  the  Konigsberg  Clinic  during  two  years 
and  a  quarter,  in  connection  with  the  question  whether,  when 
the  child  is  dead  and  haemotocele  has  been  developed,  the  treat- 
ment should  be  operative  or  expectant.  Of  these  39  cases,  19 
were  operated  on,  20  were  not ;  the  immediate  results  were  good 
by  both  methods,  but  the  operation  cases  were  all  fit  for  work  in 
four  weeks,  the  others  remained  under  treatment  many  months 
or  even  years.  Ihm's  experience  is,  therefore,  in  favour  of  the 
operative  treatment. 

Fecundity  in  Relation  to  Stature,  and  Size  of  the  Pelvis. 

Soli  (Lucina,  1901,  November)  has  investigated  the  influence 
of  stature  and  the  size  of  the  pelvis  upon  childbearing  in  regard 
to  3,000  women  delivered  in  the  Obstetric  Institute  at  Turin, 
from  1893  1899,  the  number  of  children,  age  and  stature,  and 
dimensions  of  the  pelvis  being  noted  in  each  case.  He  calls  a 
pelvis  abnormally  large  if  its  measurements  exceed  the  average 
by  one  centimetre  (pelvis  justo  major)  or  if,  though  the  antero- 
posterior diameter  be  normal,  the  transverse  is  two  centimetres 
longer  than  normal.  His  general  conclusions  are  that :  (i)  the 
most  fertile  women  have  large  pelves ;  (2)  increase  in  stature  is 
generally  associated  with  a  larger  pelvis ;  (3)  plurigravidae  are 
oftener  tall  than  short ;  (4)  just  as  the  enlarged  pelvis  is  more 
often  met  with  in  plurigravidae,  so  is  the  normal  pelvis  among 
the  less  prolific ;  (5)  fecundity,  stature  and  size  of  the  pelvis  in 
women  are  closely  and  proportionately  connected. 

F.  E. 

A  New  Early  Sign  of  Pregnancy. 

Schaeffer,  Heidelberg  {Centralb,  /.  Gyn.,  1901,  No.  50), 
adopts  the  view  that  at  the  commencement  of  pregnancy  there 
are  changes  in  the  vaso- motor  processes  throughout  the  general 
system.  These  changes  are  manifested  in  the  colchicum  colour 
assumed  by  the  vulva,  and  in  a  less  well-known  striped  marking 
in  the  neighbourhood  of  the  urethra,  or  on  the  outer  side  of  the 
tuberculum  vaginae,  the  striping  generally  being  transverse  or 
oblique.  Moreover,  Schaeffer  has  found  that  immediately  after 
conception  the  resisting  power  of  the  blood  is  increased. 
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H^MATOMOLE   (BrEUS)    WITH  HyDATIFORM    DEGENERATION  OF 

THE  Chorionic  Villi. 

MiCHOLiTSCH,  from  Wertheim's  Clinic  {Archiv,  /.  Gyn.,  Bd. 
Ixv.y  S.  72),  describes  a  mole  removed  from  a  nonipara  of  38,  in 
the  ninth  month  of  pregnancy.  It  was  as  large  as  a  man*s  fist, 
exteriorly  it  had  the  appearance  of  an  hydatid  mole.  In  the 
interior  of  the  fcetal  sac,  in  which  an  embryo  of  11  mm.  was  well 
preserved,  there  were  a  large  number  of  irregular  tumours,  some 
pedicled  and  overlapping  others,  of  a  deep  blue  colour.  There 
is  a  good  coloured  plate  showing  the  tumour. 

Diagnosis  of  Hydatid  Molar  Pregnancy. 

PoTEN,  Hanover  {Mpnats.  f.  Geb,  u.  Gyn.,  Bd.  xiv.,  Heft  3), 
points  out  that  when  the  contents  of  the  uterus  is  not  what  it 
should  be,  especially  when  it  is  an  hydatid  mole,  there  are  wont 
to  be  contractions  of  individual  and  generally  large  sections  of 
the  muscular  tissue  of  that  organ,  and  these  contractions  are  by 
no  means  brief.  In  one  instance  of  hydatid  mole,  the  tumour 
thus  caused  by  one  part  of  the  uterus  elevating  itself  above  the 
other  and  softer  part,  was  larger  than  a  fist,  was  at  first  diagnosed 
as  a  myoma.  These  partial  contractions  are  not  met  with  in 
normal  pregnancies  ;  they  are  not  so  well  marked  after  the  death 
of  a  foetus  and  are  never  so  pronounced  as  with  the  hydatid  mole, 
of  which  they  are  characteristic.  They  are  probably  due  to  the 
reaction  of  the  uterine  wall  to  local  detachments  of  the  hydatid 
masses  and  encapsuled  haemorrhages  on  the  external  surface  of 
the  degenerated  ovum. 

Repeated  Abortion  from  Unknown  Cause,  and  its 
Treatment. 

Kholmogorov,  Moscow  {Semaine  mid.,  1901,  November  27), 
finds  that  the  administration  of  iodine,  often  employed  as  a 
means  of  preventing  repeated  abortion,  even  where  there  is  no 
trace  of  parental  syphilis,  often  fails  to  prevent  the  premature 
•expulsion  of  the  fcetus,  but  that  when  it  is  supplemented  by 
a  systematic  mercurial  treatment  the  pregnancy  will  go  on  to 
term.  His  practice  for  twenty  years  has  been  to  order  36 
inunctions  of  mercurial  ointment,  after  which  he  gives  iodide  of 
potash  till  the  patient  has  taken  100  to  130  grammes.  In  cases 
in  which  abortion  has  already  threatened  (uterine  contractions, 
haemorrhage,  taking  up  of  the  neck),  and  also  in  women  who  do 
not  come  under  treatment  until  the  period  of  their  pregnancy,  at 
which  on  previous  occasions  they  have  aborted,  he  commences 
by  giving  iodide  of  potash  till  the  dangerous  period  has  passed, 
and  then  applies  the  mercurial  treatment,  after  which  the  iodide 
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is  again  given.  Subcutaneous  mercurial  injections  may  of 
course  be  substituted  for  inunction. 

LoMER,  Hamburg,  while  he  considers  the  use  of  iodine  to  be 
the  elective  prophylactic  treatment  in  habitual  abortion  from 
unknown  cause,  supplements  the  iodine  with  iron  in  order  to 
counteract  the  chronic  anaemia  which  plays  such  an  important 
part  in  the  aetiology  of  habitual  false  labour :  he  accordingly 
gives  iodide  of  iron,  or  if  this  is  not  tolerated  and  causes  diarrhoea, 
iodide  of  potash  in  solution  and  pills  of  lactate  of  iron,  and  con- 
tinues this  treatment  throughout  the  pregnancy.  Under  it  he  has 
had  21  successful  cases  in  22  ;  he  met  with  not  only  undetected 
syphilis,  but  two  other  causes  of  habitual  abortion  also,  which 
though  common  enough,  none  the  less  often  escape  diagnosis, 
that  is  to  say,  the  nephritis  of  pregnancy  and  endometritis. 

Crochet  Needle  Removed  from  the  Peritoneal  Cavity 
after  causing  abortion. 

Worrall,  Sydney  (Aust,  Med.  Gaz.^  November,  1901,  p.  480), 
reports :  A  multipara  aged  27,  when  six  weeks  pregnant,  intro- 
duced into  her  uterus  a  bone  crochet  needle  six  inches  long, 
which  slipped  from  her  fingers.  She  aborted  two  days  later,  and 
had  a  normal  convalescence;  but  one  week  after  the  abortion  the 
needle  was  felt,  bimanually,  lying  transversely  in  the  left  false 
pelvis.  On  the  operation  table,  a  week  later  still,  it  was  not  felt 
bimanually ;  and  when  the  abdomen  was  opened  the  only  trace 
of  it  to  be  seen  was  a  red  spot  the  size  of  a  pea  in  the  fundus 
uteri,  marking  the  seat  of  perforation.  The  omentum  was  rolled 
up  in  the  epigastric  region,  and  the  needle  was  found  completely 
encapsuled  in  its  lower  border.  Worrall  finds  in  this  and  other 
personal  observations,  confirmation  of  Professor  Watson's  theory 
of  the  chemotactic  function  of  the  omentum  ;  according  to  which 
the  omentum  is  attracted  to  any  pus  focus  or  foreign  inimical 
body  which  finds  its  way  into  the  peritoneal  cavity ;  and  also 
confirmation  of  the  generally  accepted  idea  that  peritoneal 
currents  are  from  the  pelvis  towards  the  diaphragm. 

Chambers  (Amer.Jour,  Obst.,  August,  1901  ;  Brii,  Med.  J<mr,^ 
£p.,  1901,  ii..  No.  344)  relates  an  analogous  case,  in  which  a 
No.  8  silk  gum  elastic  bougie,  introduced  into  the  uterus  five 
months  previously  to  procure  abortion,  was  successfully  removed 
from  the  peritoneal  cavity;  one  end  was  coiled  up  against  the 
pubes  and  the  other  rested  on  the  right  ilium  ;  the  apex  of  the 
sharply-bent  instrument  had  almost  perforated  the  transverse 
colon,  and  the  intestine  had  to  be  stitched  in  two  places.  The 
uterus  showed  no  sign  of  injury.  Chambers  refers  to  the  case 
in  which  Sims  removed,  through  a  vaginal  incision,  a  silver 
female  catheter  from  the  right  broad  ligament ;  and  to  the  fatal 
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case,  recorded  by  Gaillard  Thomas,  in  which  a  steel  rib  of  aa 
umbrella,  introduced  by  the  patient  herself,  had  perforated  the 
diaphragm  and  entered  two  inches  into  the  lung  tissue ;  operation 
was  refused  and  she  died  on  the  twelfth  day. 

Pregnancy  and  Albuminuria. 

Berry-Hart  {Practitioner,  1901,  December,  pp.  611-617), 
points  out  that  in  the  special  affection  of  the  kidney  during 
pregnancy,  albuminuria  is  not  the  only  pathological  symptom 
present,  nor  is  the  change  in  the  kidney  the  primary  cause 
of  the  complications,  ranging  from  oedema  to  eclampsia,  coma, 
and  serious  alterations  in  the  eyes,  liver,  lungs  and  brain,  to  be 
expected  with  such  albuminuria.  In  1843,  Lever,  of  Guy's 
Hospital,  showed  that  in  eclampsia  the  urine  was  highly 
albuminous,  and  referred  the  condition  to  some  transient  cause 
connected  with  gestation.  Sir  J.  Y.  Simpson  made  the  same 
discovery  independently,  but  referred  the  albuminuria  to  Bright's 
disease.  The  view  that  eclamptic  convulsions  were  uraemic  was 
soon  accepted,  and  accounts  for  the  vigorous  eliminant  treat- 
ment so  long  practised,  but  this  theory  is  now  abandoned  ;  the 
kidney  lesion  of  pregnancy  does  not  become  chronic,  and  is  not 
an  inflammatory  one,  and  the  convulsions,  commonly  associated 
with  it,  are  unusual  in  acute  Bright*s  disease.  Other  theories 
upon  the  kidney  affections  of  pregnancy  have  had  their  day 
and  disappeared  (pressure  on  the  ureters,  &c.).  More  recently 
Schraorl  has  shown  the  lesions  to  be  cloudy  swelling,  fatty  de- 
generation and  necrosis,  and  that  dilatation  of  the  kidney,  pelves 
and  ureters  may  be  present.  He  has  drawn  attention  to  the 
hepatic  changes  described  by  Jurgens,  Klebs  and  Pilliet,  and 
in  seventeen  cases  found  haemorrhagic  and  anaemic  infarcts  or 
necroses  with  statis  in  the  bile  ducts  and  capillaries.  He  also 
found  liver  cells  in  the  blood  and  lungs,  and  fat  emboli  from  fatty 
liver  cells,  degenerative  changes  in  the  myocardium  and  necrotic 
infarcts  in  the  pancreas.  He  holds  that  changes  in  the  liver, 
set  up  from  the  placenta,  lead  to  the  retention  in  the  system,  of 
a  substance  which  irritates  the  kidney,  brain,  liver,  lungs,  &c., 
in  fact,  of  a  fibrin  ferment  derived  from  placental  giant  cells. 

Albuminuria  in  a  pregnant  woman  may  be  (i)  slight  with  some 
cedema  ;  (2}  marked  with  considerable  anasarca ;  (3)  marked 
with  headache  and  eye  symptoms,  perhaps  blindness ;  (4)  pre- 
ceded in  rare  cases  by  vomiting  or  even  fits  ;  (5)  abundant  with 
blood  and  granular  and  hyaline  casts  and  marked  suppres- 
sion of  urine,  convulsions  supervening  and  perhaps  coma  ;  (6) 
associated  with  a  premature  twin  labour  without  symptoms 
during  labour,  perhaps  with  coma  after  delivery,  previous 
symptoms  (headache,  scanty  urine  and  mental  confusion)  having 
been  neglected. 
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These  varying  conditions  may  be  correlated  if  we  suppose 
them  due  to  a  varying  amount  of  the  hypothetical  irritant.  In 
almost  every  case  of  eclampsia  the  urine  is  diminished  and 
contains  albumen,  and  indicative  of  increased  vascular  pressure* 
the  serum  globulin  is  in  excess  of  the  serum  albumin  (Herman). 
The  convulsions,  as  a  rule  without  any  aura,  tend  to  unilateral 
action.  The  fits  may  be  ascribed  to  irritation  of  the  cerebral 
cortex,  the  danger  varies  with  their  frequency.  Hysteria 
tetanus  and  apoplexy  may  be  excluded  by  the  condition  of  the 
urine.  The  previous  history  of  chronic  Bright's  disease  may 
help  in  the  diagnosis.  In  the  treatment,  bear  in  mind  that  the 
kidney  lesion  is  not  the  primary  one,  that  the  liver  is  affected 
with  necrotic  changes,  the  lungs  and  myocardium  possibly  with 
inflammatory  mischief,  that  we  know  neither  the  nature  of  the 
irritant,  nor  by  what  organ  it  is  eliminated,  if  indeed  it  be 
eliminated  by  any  organ. 

The  urine  of  every  pregnant  woman  should,  at  all  events 
from  the  sixth  month,  be  examined  for  albumen  and  sugar,  and 
as  to  the  amount  passed ;  milk  diet,  rest  in  bed,  attention  to 
the  bowels,  and  an  occasional  bath  will  generally  avert  the  more 
serious  evils.  If  more  dangerous  symptoms,  headache  or  eye 
troubles,  supervene  and  the  urine  be  still  albuminous,  induction 
of  labour  is  distinctly  indicated. 

The  complication  of  albuminuria  in  the  pregnant  woman  most 
serious  and  most  fatal  to  mother  and  child,  is  eclampsia.  The 
heroic  treatment  by  purgatives,  pilocarpin,  venesection,  &c., 
based  on  the  uraemic  theory,  should  be  abandoned.  The  con- 
dition of  the  heart  and  lungs,  as  well  as  that  of  the  kidneys, 
should  be  ascertained,  the  temperature  taken,  the  strength  of 
the  pulse  estimated,  and  any  paralytic  symptom  noticed  to 
exclude  cerebral  haemorrhages.  Though  laudanum  was  recom- 
mended long  ago  by  Manning,  the  use  of  morphia,  as  recom- 
mended by  Veit,  would  till  quite  recently  have  been  condemned 
in  this  country  ;  but  it  is  more  lasting  in  its  effect  than  chloro- 
form and  does  not  require  uninterrupted  supervision.  It  is 
generally  withheld  in  coma,  but  this  seems  to  be  without  good 
theoretical  reason.  It  may  be  given  to  the  extent  of  i  or  2 
grs.  in  twenty-four  hours,  commencing  with  ^  to  j  gr.  hypo- 
dermically,  followed  by  4  gr-  in  two  or  three  hours.  A  large 
saline  clyster  should,  if  there  be  no  improvement,  be  followed  in 
a  few  hours  by  a  submammary,  or  in  bad  cases  an  intravenous, 
infusion  of  2  to  3  pints  of  salt  solution  (5i.  to  Oi.).  The  hot 
pack  has  been  useful,  oxygen  inhalation  apparently  not  so. 
Chloroform  inhalation  and  chloral  per  rectum  are  excellent,  for 
rapidity  of  action  chloroform  is  unsurpassed,  it  is  uncertain 
whether  much  of  the  chloral  is  absorbed. 

Labour  should  be  accelerated,  but  except  in  very  extreme 
cases  Caesarean  section,  abdominal  or  vaginal,  is  not  necessary. 
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The  Point  of  Bifurcation  of  the  Aorta,  and  its 
Influence  upon  Eclampsia. 

Strassmann,  Berlin  {Ceniralb.  /.  Gyw.,  1901,  No.  25,  p.  708), 
considers  that  the  clinical  observations  upon  which  the  toxic 
origin  of  eclampsia  is  accepted  give  no  answer  to  the  question 
why  and  when  the  retention  of  the  toxic  substance  begins.  The 
frequency  of  eclampsia  in  primiparae,  in  twin  pregnancies,  and 
also  in  women  with  generally  contracted  pelves,  the  observed 
dilatation  of  the  ureters  in  1*5  per  cent,  of  the  cases,  the  prompt 
cessation  of  the  attacks  after  the  dehvery,  or  death  of  the  foetus, 
all  suggest  a  mechanical  influence  in  the  development  of  the 
disease. 

The  theory  put  forward  by  Kundrat,  and  adopted  by  Herz- 
feld,  supposes  that  the  higher,  or  lower,  bifurcation  of  the  aorta 
into  the  two  iliac  arteries  may  displace  the  ureters  and  so  expose 
them  to  pressure  from  the  foetal  head.  A  mechanical  basis  for 
the  complex  symptom  of  eclampsia  is  offered  by  this  hypothesis. 

To  this  theory  it  may  be  objected  that  eclampsia  is  not 
uncommon  in  podalic  presentations  (Lohlein),  and  that  even 
pluriparse  are  subject  to  it.  The  aorta  in  normal  cases  divides 
at  the  level  of  the  fourth  lumbar  vertebra,  or  of  the  cartilage 
between  the  fourth  and  the  fifth.  The  bifurcation  is  higher  than 
this  once  in  twice,  and  lower  once  in  nine  times.  In  a  large 
number  of  autopsies  Strassmann  has  taken  careful  notes  of  the 
seat  of  division  of  the  aorta,  he  has  also  noted  its  position 
through  the  abdominal  walls,  under  narcosis  or  otherwise,  in 
parturient  women  after  the  birth  of  the  child,  and  during  the  puer- 
perium.  By  commencing  his  palpation  at  the  promontory  and 
continuing  it  upwards  along  the  vertebrae,  he  determined  the 
seat  of  bifurcation  with  great  exactitude  and,  in  88  cases,  found 
the  position  normal  in  74,  lower  than  normal  in  8  and  higher 
than  normal  in  6.  In  these  two  latter  groups  there  had  been  no 
eclampsia,  not  even  in  the  preceding  births.  The  highest  posi- 
tion of  the  bifurcation  was  over  the  cartilage  between  the  third 
and  fourth  lumbar  vertebrae  in  a  case  of  uterus  bicornis.  Among 
these  cases  there  were  aged  primiparae  and  twin  pregnancies, 
with  high  and  low  division  of  the  aorta,  without  eclampsia,  on 
the  other  hand,  in  eclampsic  women  the  division  was  found  to 
be  high  in  6  cases,  normal  in  10  and  low  in  2  ;  in  2  only  the 
spot  could  not  be  located ;  the  exactitude  of  the  determination 
of  the  seat  of  bifurcation  was  twice  confirmed  anatomically. 

In  4  eclampsic  women  the  pelvis  was  generally  contracted, 
I  had  a  high  bifurcation  and  3  were  normal  ;  6  non-eclampsic 
women  with  the  same  pelvic  deformity  had  the  bifurcation  at  a 
normal  level ;  in  two  the  right  ureter  was  dilated  but  the  divi- 
sion was  at  the  normal  height.    From  these  anatomical  and 
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clioical  observations  no  conclusion  is  drawn  as  to  the  existence 
of  any  relation  between  eclampsia  and  an  anomalous  seat  of 
aortic  bifurcation,  nevertheless  there  is  much  to  be  said  in 
favour  of  a  mechanical  cause  for  the  overloading  of  the  maternal 
organism  with  excretory  products  temporarily  augmented  by 
ff£tal  metabolism ;  this  cause  may  perhaps  exist  in  the  inferior 
segment  of  the  uterus,  in  the  pelvic  basin  or  in  the  course  of 
the  ureters. 

F.  E. 

The  Treatment  of  Eclampsia. 

Stroganoff,  St.  Petersburg  {Centralh.f.  Gyn.,  1901,  No.  48),  for 
the  last  four  years  has  been  fighting  for  the  theory  that  eclampsia 
is  an  acute  infectious  disease,  lasting  forty-eight  hours  or  less, 
its  chief  danger  being  from  the  convulsions.  His  treatment 
consists  in  the  combined  administration,  in  a  way  as  prophylactic 
as  may  be,  of  morphia  (0015)  and  chloral  (1*5  to  3  grammes); 
besides  this,  the  inhalation  of  oxygen  during  the  attack,  careful 
attention  to  the  action  of  the  lungs  and  heart,  and  the  avoidance 
of  any  excitation.  Delivery  should,  he  thinks,  be  accelerated  as 
so  doing  will  cause  no  real  danger  to  mother  or  child.  StroganoflTs 
results  are  most  brilliant.  In  113  cases  there  were  but 
deaths,  all  to  be  explained  by  complications  and  not  due  to  the 
eclampsia.  No  case  ended  fatally  after  the  condition  of  the 
patient  in  the  early  stage  of  treatment  was  satisfactory.  The 
attacks  of  convulsions  rapidly  diminished;  the  percentage  of 
living  children  was  very  favourable,  and  the  course  of  labour 
comparatively  normal.  Of  course  Stroganoff  entirely  rejects 
perforation,  vaginal  Caesarean  section  and  the  other  methods  of 
forcible  delivery. 

Prolapse  of  the  Cord  Reduced  by  a  Compress. 

Henne,  SchafFhausen  (Semaine  MSd,,  1901,  No,  5^),  reports  a 
case  in  which  prolapse  of  the  cord  took  place  immediately  after 
the  rupture  of  the  membranes,  and  while  the  os  was  not  suf- 
ficiently dilated  to  allow  him  to  terminate  the  labour  rapidly  by 
version.  After  some  fruitless  attempts  to  obtain  reposition  by 
placing  the  woman  in  the  different  attitudes  recommended  for 
that  end,  and  after  unsuccessful  endeavours  to  repose  the  cord 
manually  under  chloroform,  as  the  prolapse  was  increasing  he 
determined  to  try  the  method  commonly  employed  to  replace 
loops  of  intestine  prolapsed  during  laparotomy.  In  default  of 
gauze  he  used  a  clean  cloth  wrung  out  of  an  antiseptic  solution, 
which  he  had  rumpled  up  and  passed  into  the  vagina ;  using  this 
as  a  tampon  he  was  able  to  push  the  umbilical  cord  above 
the  fcetal  head,  and  afterwards  to  bring  the  head  back  into  the 
superior  strait  so  as  to  maintain  the  reduction.    Labour  was 
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soon  ended  spontaneously,  the  child  being  alive,  and  the  com- 
press was  extruded  with  the  placenta. 

This  method,  easy  of  execution  and  innocuous  to  mother 
and  child,  while  securing  the  complete  and  permanent  reposition 
of  the  cord,  had  the  advantage  of  allowing  the  delivery  to  be 
left  entirely  to  nature. 

Rupture  of  the  Uterus,  its  Origin  and  Treatment. 

V.  Franqu6  {Wurzhurg  Abhandl.,  Bd.  ii.,  Heft  i),  in  discuss- 
ing the  question  how  far  abnormal  distension  of  the  uterus 
(twins,  hydramnios)  may  predispose  to  rupture,  points  out  that 
the  same  possible  predisposition  may  be  brought  about  by  the 
use  of  the  intrauterine  colpeurynter  before  the  rupture  of  the 
membranes  to  accelerate  tardy  labour  at  term  ;  considering 
the  increasing  frequency  of  this  proceeding,  this  danger  has 
hardly  had  enough  consideration. 

After  a  critical  review  of  the  therapeutics  of  complete  and 
incomplete  rupture,  von  Franqu6,  who  lays  great  stress  on 
prophylaxis,  recommends  cautious  delivery  by  the  natural  way, 
the  use  of  an  abdominal  binder,  and  simple  drainage  by  tube  or 
iodoform  gauze. 

Spontaneous  Rupture  of  the  Uterus  ;  Successful 
Abdominal  Section. 

Worrall,  Sydney  {Aust.  Med.  Gaz,,  October),  reports :  In  a 
healthy  IV.-para  aged  39,  whose  previous  labours  had  all  been 
normal,  travail  at  term  began  at  10  p.m.,  March  20.  After 
about  three  pains  the  waters  broke,  and  she  felt  **  an  agonising 
pain  as  if  something  had  given  way  in  her  inside."  About  i  a.m. 
next  morning,  a  medical  man  extracted  a  living  child  and  its 
placenta  from  her  peritoneal  cavity,  through  a  rent  in  the  right 
side  of  her  uterus.  When  Worrall  saw  her  in  Sydney  Hospital 
about  5  a.m.,  she  was  in  great  pain,  faint,  and  blanched,  with  a 
very  compressible  pulse  of  144.  Under  ether  he  found  that 
the  laceration  extended  from  the  external  os  across  the  right 
fornix  nearly  half  way  up  to  the  fundus,  and  that  the  right 
broad  ligament  was  torn  across.  There  were  large  clots  of 
blood  among  the  coils  of  intestine.  He  opened  the  abdomen 
and  amputated  the  uterus  at  the  level  of  the  inner  os,  stitched 
up  the  tear  in  the  cervix,  and  covered  the  cervical  stump  with 
peritoneum,  having  secured  all  vessels  except  the  right  ovarian, 
which  had  retracted  and  could  not  be  found.  The  peritoneum 
of  the  broad  ligament  was  carefully  sutured  over  a  gauze  drain, 
extending  from  the  caecum  through  the  vaginal  vault.  The 
abdominal  cavity  was  freely  irrigated  with  saline  solution,  and 
closed  without  drainage.  The  patient  gradually  reacted  to  sub- 
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cutaneous  saline  injections  and  hypodermics  of  strychnine,  and 
had  no  peritoneal  symptoms  after  the  operation.  In  spite  of  a 
pneumonia,  due  no  doubt  to  her  long  journey  to  the  hospital  on 
a  cold,  wet  night,  which  put  her  life  in  great  jeopardy  for  a  fort- 
night, she  was  discharged,  very  well,  on  May  6.  On  August  23 
she  was  feeling  «*  grand,"  the  scar  was  firm,  the  pelvis  free  from 
tenderness  or  exudate,  and  the  cervix  quite  movable.  A  similar 
and  fatal  case  was  recently  reported  by  Jardine  {Brit.  Med.  Jour.^ 
February  16,  1901),  who  refers  to  two  others.  Rupture  when 
spontaneous  is  not  associated  with  any  of  the  conditions  that 
usually  lead  to  the  accident,  or  preceded  by  the  tonic  contrac- 
tion and  other  symptoms  which  indicate  that  the  uterus  should 
be  emptied  without  delay.  The  diagnosis  of  rupture  is  seldom 
difficult ;  the  sudden  cessation  of  contractions,  the  retraction  of 
the  presenting  part,  haemorrhage,  and  collapse  out  of  all  propor- 
tion to  the  apparent  loss  of  blood,  are  definite  enough.  In  dis- 
tinguishing between  complete  and  incomplete  rupture,  we  must 
be  guided  by  the  amount  of  shock  and  of  recession  of  the  pre- 
senting parts,  and  by  the  results  of  bimanual  palpation.  In 
incomplete  rupture  delivery  through  the  vagina,  care  being  taken 
to  avoid  increasing  the  laceration,  is  generally  thought  the  proper 
course.  When  the  child  has  escaped  into  the  peritoneal  cavity, 
it  is  best  to  deliver  it  by  abdominal  section,  and  to  repair  or 
remove  the  uterus.  Though  all  the  speakers  in  the  discussion 
at  the  Obstetrical  Society  were  in  favour  of  packing  with  strips 
of  gatize— a  method  probably  as  good  as  any  other  in  in- 
complete rupture — abdominal  section  alone  offers  any  chance 
of  saving  life  in  cases  such  as  the  one  here  reported.  Much  of 
course  depends  upon  the  conditions  present  and  the  surroundings 
of  each  individual  case. 

Rupture  of  the  Uterus. 

An  interesting  discussion  at  the  Vienna  Obstetric  and  Gynae- 
cological Society,  on  the  rupture  of  the  uterus  through  cicatrices, 
elicited  the  fact  that  though  in  Breisky*s  time  conservative 
treatment  prevailed,  operative  measures  gradually  became  more 
and  more  adopted,  so  that  at  the  Vienna  Congress  Fritsch 
declared  that  the  general  tendency  was  towards  operative  treat- 
ment since  that  time.  The  results  of  conservative  treatment 
have  greatly  improved  compared  with  those  of  operation. 
Though  Ludwig's  work  states  that  eight  out  of  nine  cases  in 
Chrobak's  Clinic  were  operated  on,  Chrobak  (President)  himself, 
who  was  presiding  at  the  meeting,  admitted  in  closing  the  dis- 
cussion, that  conservative  measures  had  now  prevailed.  G. 
Braun  related  13  cases  met  with,  1897-1901 :  4  fatal,  3  were 
operated  on,  10  treated  by  tamponade  (2  complete  rupture,  8 
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incomplete).  Of  those  lo,  three  died,  two  from  sepsis,  the  third 
admitted  in  extremis^  from  anaemia. 


Influenza  in  Childbed  and  its  Differential  Diagnosis 
FROM  Puerperal  Fever. 

Stolz,  Graz  {Monats,  f.  Geh,  u,  Gyn.y  Bd.  xiii.,  Heft  6),  has 
found  from  clinical  observation  that  influenza  in  childbed 
generally  appears  in  a  mild  form  about  the  third  or  fourth  day 
after  presumable  infection,  but  occasionally  later,  up  to  the  ninth 
day.  Its  course  may  be  marked  by  slight,  moderate,  or  high 
fever,  and  each  type,  especially  in  childbed,  is  prone  to  two  or 
more  relapses.  The  frequency  of  the  pulse  corresponds  with 
the  height  of  the  temperature,  yet  does  not  become  extreme  save 
in  cases  of  serious  pulmonary  affection.  When  there  are  no 
marked  local  symptoms  it  may,  especially  in  mild  cases,  be 
mistaken  for  puerperal  fever,  the  comparative  slowness  of  the 
pulse  and  the  occurrence  of  a  relapse  may  be  of  service  in  the 
differential  diagnosis ;  foetid  lochia,  subinvolution,  and  tenderness 
on  pressure  are  commonly  met  with  in  influenza  and  therefore 
are  not  important  in  this  respect.  If  no  culture  research  can  be 
made,  information  as  to  the  existence  of  a  prevailing  epidemic  or 
pandemic,  is  often  indispensable  for  correct  diagnosis. 


Fracture  of  the  Clavicle  from  Manipulation  to  Deliver 
THE  Shoulders. 

Schroeder,  Koenigsberg  {Semaine  Mid,,  October  9,  1901), 
reports  that  in  a  twin  pregnancy,  in  a  primipara  aged  27, 
twenty  minutes  after  the  first  child  had  been  extracted  with 
forceps,  the  head  of  the  second  was  delivered,  but  the  shoulders 
were  retained  by  the  pelvic  floor.  While  moving  the  head  up 
and  down,  to  assist  the  liberation  of  the  posterior  (left)  shoulder, 
a  slight  crack  was  heard  and  this  manipulation  was  at  once 
abandoned.  Delivery  was  effected  by  pressure  on  the  fundus. 
The  left  clavicle  of  the  child  was  found  to  be  broken  between 
its  external  and  middle  third.  There  was  no  contraction  of 
the  maternal  pelvis,  nor  was  the  size  of  the  child's  shoulders 
excessive.  Such  fractures  are  not  uncommon  in  breech  pre- 
sentations from  manipulation  of  the  trunk  to  free  the  shoulders. 
Obstetrical  paralyses  of  the  upper  limbs  have  also  been  traced 
to  the  stretching  of  the  nerves  from  twisting  the  head,  and 
Jiaematoma  of  tne  sterno-cleidomastoid  has  been  referred  to 
similar  causes;  it  is  therefore  evident  that  expression  is  to  be 
preferred  to  manipulation  of  the  head. 
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The  Modb  of  Death  of  the  Child  in  Premature  Detach- 
ment OF  the  Placenta. 

ScHULTZE,  Jena  {Centralb.  /.  Gyn,,  1901,  No.  49)  (Herzfeld 
having  recently  suggested  that  in  a  case  of  ruptured  uterus  the 
child  had  bled,  through  the  prematurely  detached  placenta,  into 
the  peritoneal  cavity),  again  describes  the  experiment  by  which, 
years  ago,  he  demonstrated  the  fact  that  the  foetal  capillaries  of 
the  placenta  do  not  communicate  in  any  way  with  the  lacunae 
in  which  the  maternal  blood  circulates.  It  is  therefore  impos- 
sible for  the  fcetus  to  lose  blood  through  the  prematurely  detached 
placenta,  nor  can  the  child's  death,  or  apparent  death,  in  such 
cases  depend  on  anaemia. 

Endarteritis  Obliterans  of  the  Placental  Villi. 

V.  FRANQui,  WOrzburg  {Zeits.  /.  Geb,  u.  Gyn.^  Bd.  zlvi., 
Heft  i),  brings  a  personal  observation  to  prove  that  partial 
obHteration  of  the  vessels  of  the  chorionic  villi  may  affect  the 
placenta  of  a  child  bom  alive.  A  mature  child  of  a  28-year-old 
I. -para  lived  two  days  after  birth;  the  placenta,  completely 
adherent  to  the  anterior  uterine  wall,  had  had  to  be  removed 
piecemeal.  Its  examination  disclosed  infarct  formation,  fibrinous 
degeneration  of  the  decidua,  old  haemorrhages,  and  in  that 
portion  of  the  placental  tissue  not  infarcted,  difluse  disseminated 
fibrous  hypertrophy  of  the  villi  with  periarteritis  and  endarteritis. 

Facial  Paralysis  after  Spontaneous  Delivery. 

Frank  {Centralb.  /.  Gyn.,  May  13,  1901)  has  met  with  a 
case  of  facial  paralysis  (left),  in  a  child  born  after  a  difficult 
but  unassisted  labour ;  the  mother,  a  multipara,  aged  35,  was 
obese,  and  had  a  pendulous  belly.  The  brow  presented  in  tbe 
second  position.  On  examining  the  child  immediately  after 
birth,  it  was  noticed  that  there  was  a  depression  in  the  sort  parts 
below  the  right  ear,  exactly  corresponding  to  the  shape  of  the 
left  shoulder.  After  ascertaining  the  possibility  of  such  an 
occurrence,  Frank  suggests  that  in  consequence  of  the  mother's 
pendulous  belly  the  infant's  neck  had  been  acutely  bent  on  to 
the  left  shoulder,  which  had  thus  come  to  press  on  the  stylo- 
mastoid region  and  the  facial  nerve.  Common  as  facial  paralysis 
is  when  forceps  have  been  used,  it  is  otherwise  rare. 

Obstetric  Paralyses. 

Stolper,  Vienna  {Monats.  /.  Geb.  u.  Gyn.,  Bd.  xiv..  Heft  i), 
after  reviewing  the  reports  of  obstetric  paralyses  hitherto 
published,  relates  a  case  in  which,  after  forceps  delivery,  the 
deltoid,  biceps,  brachialis  internus,  supinator  longus  and  infra- 
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spinatus  muscles  of  a  male  infant,  weighing  5  5  kilogrammes, 
were  all  paralysed.  The  separation  of  any  epiphysis  or  rupture 
of  any  diaphysis  of  the  upper  arm  was  excluded  by  inspection 
with  the  Rontgen  rays.  Stolper  attributes  the  paralyses  to  the 
forceps,  and  on  the  basis  of  experiments  on  the  bodies  of  mature 
children,  comes  to  the  conclusion  that  the  injury  was  not  lacera- 
tion, but  that  the  paralysis  was  due  to  dragging  and  stretching ' 
of  the  fifth  and  part  of  the  sixth  cervical  nerves  by  the  strong 
traction  during  the  delivery  of  the  shoulders. 

The  Heart  in  Pregnancy,  Labour,  and  Childbed. 

Fellner,  Vienna  {Monats,f.  Geh,  u,  Gyn.,  Bd.  xiv.,  Heft  4), 
reports  the  result  of  personal  investigations,  by  the  aid  of 
Gartner's  tonometer,  on  blood-pressure  during  labour  and 
childbed,  and  discusses  the  significance  of  cardiac  anomalies  in 
pregnancy  and  travail.  During  gestation  the  blood -pressure 
does  not  vary  much  beyond  the  normal  limits.  In  travail  it 
reaches  its  maximum  at  the  climax  of  a  pain  and  falls  in  the 
interval  between  the  pains.  It  is  somewhat  lowered  by  the  dis- 
charge of  the  waters.  The  highest  pressure  of  all  is  to  be  noticed 
at  the  time  of  the  engagement  of  the  head.  On  the  birth  of  the 
child  the  pressure  immediately  falls  much  below  normal,  and 
then  falls  during  the  contractions  of  the  womb  and  rises  during 
the  pauses.  In  childbed  it  rises  till  the  third  day  and  then  falls 
steadily.  During  suckling  the  pressure  and  the  frequency  of 
the  pulse  increase,  immediately  after  it  they  fall,  to  rise  again 
gradually.    Puerperal  retardation  of  the  pulse  is  rare. 

Cardiac  anomalies  are  very  frequently  overlooked  during 
labour  and  childbed.  In  uncompensated  deficiency,  a  necrotic 
strip  will  always  be  found  at  the  circumference  of  the  placenta. 

Tuberculosis  and  nephritis  are  most  unfavourable  complica- 
tions of  heart  disease.  Mitral  stenosis  seems  to  be  more 
dangerous  than  other  defects.  It  is  not  often  that  pregnancy 
can  be  proved  to  have  a  bad  effect  on  the  course  of  cardiac 
disease.  Treatment  in  compensated  affections  should  be  regu- 
lated by  the  course  of  the  patient's  earlier  pregnancies. 

In  pulmonary  oedema  puncturing  the  membranes  may  give 
relief;  in  threatening  collapse  such  a  proceeding  is  contra- 
indicated.  Version,  if  necessary,  should  not  be  followed  by 
immediate  extraction.  Caesarean  section  is  extremely  dangerous ; 
if  in  an  earlier  pregnancy  the  woman's  life  has  been  in  peril,  she 
should  be  sterilised. 

The  Osmotic  Pressure  op  the  Maternal  Blood,  the 
FcBTAL  Blood  and  the  Amniotic  Fluid. 

Resinblli  {Annali  de  Ost,  e.  Gin.,  November,  1901)  has 
found  in  determining  the  point  of  congelation,  that  at  the  time 
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of  birth  there  are  slight  but  perceptible  differences  between  the 
osmotic  pressures  of  the  maternal  and  the  fcetal  bloods.  The 
maternal  blood  and  the  fcetal  blood  are  therefore  unable  to 
preserve  the  isotonic  law,  although  the  results  obtained  in 
seventeen  cases  differ  but  little  from  the  mean;  in  the 
mother  A  =  —  o*5i4»  and  in  the  foetus  A  =  0*520.  With  a 
certain  prevalence  the  osmotic  pressure  of  the  foetal  blood  is 
in  a  prevailing  number  of  cases  greater  than  that  of  the 
maternal  blood ;  the  causes  from  which,  in  some  cases,  the 
maternal  osmotic  pressure  is  greater  than  the  fcetal  pressure, 
are  not  determined. 

The  mean  of  the  osmotic  pressiures  obtained  in  seventeen 
cases,  as  well  for  the  maternal  as  the  fcetal  bloods,  is  less  than 
that  of  the  blood  of  adults,  in  comparison  with  which  the 
maternal  and  foetal  blood  at  the  time  of  birth  are  both  hypo- 
osmotic. 

The  osmotic  pressure  of  amniotic  liquid,  measured  by  the 
determination  of  the  point  of  cgngelation,  is  notably  and  con- 
stantly less  than  that  of  the  maternal  blood  or  fcetal  blood; 
in  twenty-one  cases  its  mean  value  was  —  0*458. 

In  a  twin  pregnancy  the  point  of  congelation  of  the  amniotic 
liquid  is  not  always  the  same  for  each  foetus. 

F.  E. 

Idiocy  from  Parental  Abuse  of  Cocaine. 

Marfan  {Rev.  mens.  d.  uuU.  d.  Venfance^  1901,  Sept.)  reports 
a  case  of  a  man  who  for  a  long  time  had  regularly  taken  3  grs. 
of  cocain  through  the  nose  daily,  for  a  local  affection ;  one  of  his 
children,  6  years  old,  was  completely  idiotic,  his  youngest  child, 
aged  10  months,  exhibited  all  the  signs  of  idiotic  microcephaly, 
while  two  others,  13,  and  8  years  old,  born  before  the  father*s 
abuse  of  cocain,  were  well  developed  in  body  and  mind. 
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Dr.  Leslie  Matthew  Sweetnam,  Professor  of  Clinical 
Surgery  of  the  Medical  Faculty  at  Toronto,  died  at  Baltimore 
on  December  1 1  last  in  his  43rd  year.  He  was  a  Life  Fellow 
of  the  British  Gynaecological  Society,  all  the  members  of  which 
will,  we  feel  sure,  deplore  the  untimely  close  of  a  life  already  so 
distinguished  and  useful. 

The  death  at  a  comparatively  early  age  of  the  distinguished 
Professor  Hermann  LOhlein,  President  at  the  recent  Congress 
at  Giessen,  has  been  very  widely  regretted.  Born  at  Coburg  in 
1847,  he  studied  at  Jena,  and  under  Schroeder  at  Berlin.  Soon 
after  qualifying  he  became  Assistant  to  Eduard  Martin,  and  in 
1875  was  made  privat-docent ;  in  1889  he  succeeded  Hofmeier  in 
the  Chair  of  Obstetrics  and  Gynaecology  at  Giessen  ;  in  1897 
declined  an  invitation  to  Konigsberg,  and  the  following  year  he 
became  Rector  of  the  University.  His  thesis  on  «*The  Con- 
tracted Pelvis,"  in  1870,  was  crowned  by  the  Faculty;  that  in 
1875,  On  the  Action  of  the  Heart  in  Pregnancy  and  Child- 
bed," attracted  much  attention.  Latterly  he  has  been  known 
to  all  the  medical  world  as  the  Editor  of  the  Gynaekologischen 
Tagesfragen^''  indeed,  hardly  a  year  passed  without  the  appear- 
ance of  some  important  work  from  his  clinic. 

Professor  Giuseppe  Chiarleone  died  on  November  19  last, 
at  the  early  age  of  56.  He  studied  at  Parma,  where  he  acted 
as  Assistant  to  Professor  Chiara,  to  whom  he  was  afterwards 
Assistant  at  Milan.  In  1881  he  became  Professor  and  Director 
of  the  Medical  School  and  Chief  Surgeon  to  the  Vercelli 
Hospital;  in  1889  he  was  removed  to  Catania,  and  in  1894 
he  succeeded  to  the  Chair  of  Obstetrics  and  Gynaecology  in  the 
University  of  Palermo. 

Professor  Hugo  Pernice,  formerly  Director  of  the  Obste- 
trical Clinic,  died  at  Greifswald  on  December  31  last,  aged  72. 

Dr.  E.  Essen-Moller  has  been  made  an  Extraordinary 
Professor  and  Director  of  the  Gynaecological  Clinic  in  the 
University  of  Lund. 

Professor  B.  S.  Schultze  has  been  made  an  Honorary 
M.D.  of  the  University  of  Greifswald. 

Dr.  K.  Unterberger,  Director  of  the  Gynaecological 
Department  of  the  Hospital  at  Koenigsberg,  has  been  nomi- 
nated Professor  of  Obstetrics. 
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Dr.  Queirel,  Professor  of  Obstetrics,  has  been  appointed 
Director  of  the  Medical  School  at  Marseilles. 

Extraordinary  Professor  Ermanno  Pinzanzi,  Director  of 
the  Obstetrical  and  Gynaecological  Clinic  at  the  University  of 
Pisa,  has  been  made  an  Ordinary  Professor. 

International  Congress  of  Gynaecology  and  Obstetrics. 
— The  Fourth  Session  of  this  Congress  will  be  held  in  Italy 
from  September  15  to  21,  1902.  His  Excellency  GuiDo 
Bacelli  is  to  be  Honorary  President.  The  Committee  include 
Professor  E.  Pasquali,  General  President ;  Professor  O.  Mori- 
sANi,  President  of  the  Section  of  Obstetrics;  Professor  L. 
Mangiagalli,  President  of  the  Section  of  Gynaecology;  Pro- 
fessor E.  Pestalozza,  General  Secretary;  Dr.  F.  La  Torre, 
Treasurer,  and  Professors  Calderini,  Guzzoni,  Negri  and 
Truzzi.  The  Doctors  Caruso,  Micheli,  Rbgnoli  and  Rossi 
DoRTA  are  the  Secretaries.  The  subjects  for  discussion  are: 
(i)  The  Indications  for  the  Induction  of  Labour;  (2)  Hyste- 
rectomy in  the  Treatment  of  Puerperal  Infection ;  (3)  Genital 
Tuberculosis ;  (4)  The  Surgical  Cure  of  Cancer  of  the  Uterus. 
The  official  languages  of  the  Congress  are  to  be  Italian 
Spanish,  French,  German  and  English. 

The  addition  of  even  diagrammatic  illustrations  to  the  notes 
of  cases  greatly  enhances  the  value  of  such  records,  and  we  are 
glad  to  mention  that  india-rubber  stamps  of  the  right  and  left 
sides  of  the  pelvis,  and  also  views  from  above,  below,  and  the 
front,  well  executed  after  Schultze  and  Dohrn-Rapin,  are  to  be 
had  from  Hermann  Haertel,  Breslau,  who  will  send  an  illustrated 
catalogue  on  application.  They  might  very  well  be  provided 
for  use  in  the  records  of  all  hospitals  for  the  diseases  of 
women  ;  similar  diagrams  are  commonly  employed  for  other 
maladies. 

Dr.  Audebert  recommends  salophen  for  the  treatment  of 
after-pains,  as  abolishing  pain  without  interfering  with  the  con- 
tractions of  the  uterus.  He  prescribes  a  dose  of  15  grains, 
which  he  repeats  in  two  hours  if  necessary.  As  a  rule,  the 
pains  disappear  in  half  an  hour  after  the  first  dose ;  they  occa- 
sionally reappear  on  the  next  day,  but  another  dose  drives  them 
away  completely  and  permanently. — MerclCs  Archives. 

Veratrine  in  Pruritus. — In  the  obstinate  localised  pruritus 
of  women  at  the  menopause  Dr.  Lutaud  recommends  an  oint- 
ment of  2^  grains  of  veratrine  to  an  ounce  of  lard,  to  be 
applied  morning  and  night.  If  the  pruritus  be  general,  he 
orders :  grain  of  veratrine  in  pill  form  once  a  day,  gradually 
increased  to  six  times  a  day,  half  an  hour  before  or  three  hours 
after  meals. — Merck's  Archives, 
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ABSTRACTS  IN  THE  SUMMARY  OF  GYN/ECOLOGY  AND  OB- 
STETRICS.— 

Abortion,  Forced  (Claverie),  g8 ;  induction  of  (Merttens),  41 ;  the  treatment 
of  repeated,  and  of  premature  birth  of  dead  children  (Kholmogorov),  20j; 
(Lomer),  20J ;  crochet  needle  removed  from  the  peritoneal  cavity  after 
causing  (Worrall),  (Chambers), 

Adhesions,  peritoneal  (Katoonski),  124;  post -operative,  75. 

Alexander- Adams  operation,  j,  2j,  6^,  72. 

Amputation  of  the  portio  and  its  effects  (Grafe),  124. 

Anaesthesia,  medullary  (Bier  and  others),  26;  (Trzebicky,  Soc.  Bel§e,  Chtr.),  /20. 
Appendicitis  :— (Falk),  j^;  in  obstetric  practice  (Konig),  J2;  pscudo-,  46. 
Atresia : — (Labusquiire),  j ;  a  new  form  of  (Landau),  jS, 

Bacterial  flora  of  the  infant's  mouth  in  relation  toVnastitis  (Kneise),  f^. 

Bath,  the  pre-labour,  as  a  source  of  infection  (Sticher),  47. 

Bladder,  conception  and  abortion  through  the  (v.  Meer),  2g;  on  opening 

and  draining  the  (Kelly),  iis- 
Broad  ligament,  varicocele  of  the  (Shober),  Sg. 

CiCSARBAN  Sbction,  Fritsch's  incision  in  (Schroder),  /6j ;  for  cancer  of 
rectum  (Baldy),  47 ;  for  contracted  pelvis  and  eclampsia  (Williams),  44  ; 
for  fibroids  (Fochier),  4J ;  for  placenta  previa  (Donoghue,  &c.)>  f6g; 
the  third  time  (Wiener),  167;  in  mortui  (Gessner),  47;  on  a  girl  of 
thirteen  (Webster),  167;  tamponade  of  the  uterus  in  (Vicarelli),  167; 
seven  cases  (Bignani),  4j;  ten  cases  (Sinclair)  4j;  two  Porro  operations, 
^         i6g;  self-inflicted  (Loffler),  47 ;  and  symphyseotomy  (Barone),  4J, 

Cancer— a/s0  Deciduoma,  S&rcomA  C/Urine : — aetiology  (Senn)  /j2: 
(Lightoller),  ijj;  extension  of  (v.  Franqu^),  9;  inoculation  metastases 
(Kunze),  //  ;  complicating  pregnancy  (Bland-Sutton),  iji ;  complicating 
myoma  (Flaischlen),  i'j ;  (Hegar),  79;  inoperable  (Stapler),//;  surgical 
treatment  of  (Thirtieth  Congress  German  Surgical  Society),  //  ;  (Ninth 
Congress  German  Gynaecological  Society),  Si ;  (Mackenrodc),  8s ;  (Freund), 
igo;  (Pfannenstiel),  ;  (Ries), /j^;  (Wertheim), /90;  (Edcbohls), /j^  ; 
vaginal  extirpation  (Winter),  jj;  (Knauer),  igo ;  results  of  (Reissen),  16; 
eervical  (Baldy),  rjj ;  ovarian  (Estor  and  Puech),  //  ;  of  a  dermoid  cy%x 
(Wolff),  S6;  vaginal  {KtbTi\%)t  79;  sarcoma,  80, 
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Cervix,  lacerations  of  the  (Ludwig),  102;  cervical  scars,  persistence  of 

(Chrobak),  2. 
Childbed  and  bacteriology  (Vogel),  loj. 

Chorio-epithelioma  of  the  vagina  (Schmit),  igr  ;  see  Decidaoma. 
Clitoris  crises  in  tabes  dorsalis  (Kostner),  ^8, 

CcELiOTOMY  : — Vaginal  v,  abdominal  (Diihrssen),  6 ;  K&stner's  suprasym- 
phj^seal  transverse  incision  (Kiihne),  5;  alum  enema  after  (Harden), 
7S  i  drainage  after  (Burckhard),  i8j  ;  the  technique  of  closing  the  abdomen 
(Bov^),  7  ;  colpocseliotomia  anterior  lateralis  (DUhrssen),  184. 

Conservative  gynaecology  and  post>operative  sequelae  (Oastler),  i2j. 

Corpus  luteum  ;  its  origin,  growth  and  fate  (Clark),  21. 

Curetting  out-patients  (Bookoemskavo),  116, 

Deciduoma  malignum,  and  the  hyatid  mole  (M^toz),  1^4;  (Polano),  j6  ; 
(Kworostansky), /6 ;  pathogenesis  (Winckler),  79/;  (Veit),  79^;  vaginal 
hysterectomy  for  (Brothers),  77. 

Dermoids,  malignancy  of  (Backhaus),  2j;  (Kehrer),  24;  (Wolflf),  86;  cyst 
(Flatau),  797  ;  see  also  Embryomata. 

Displacements  Pathological  fixation  of  the  uterus  (Steffeck),  66  ;  adherent 
retroflexion  (Dietel),  181 ;  retroversion,  surgical  treatment  (Martin),  777  ; 
retro-deviations,  treatment  (Fehling),  777  ;  retroflexion  (Schucking),  6^.* 
retroflexion  and  its  treatment  (Flaischlen),  68 ;  Alexander- Adams  opera- 
tion for  retroflexion  mobile  (Peters),^;  (Le  Roy  Brown),  iPf;  (Kronig 
and  Feuchtwanger),  5 ;  evil  results  after  (Muratow),^;  (Sellheim),  7^  ; 
shortening  of  the  round  ligaments  (Bucura),  182 ;  vagino-fixation  (RUhl), 
183  ;  ventrofixation,  temporary  (Rose),  4;  ventral  fixation,  rupture  of  the 
uterus  and  a  Cesarean  section  after  (Dickinson),  iig ;  prolapse,  genital 
(Mandelstamm),  183;  prolapsus  uteri  (Legueu),  183 ;  prolapsus,  recent 
operative  work  for  (Stone),  75;  prolapsus,  modern  operations  for  (Freuod), 
7J  ;  prolapsus,  total  extirpation  of  the  uterus  and  vagina  for  (Miranda),  120  ; 
uterus,  inversion  of  the  (Gross),  184, 

Drainage  of  the  uterus  (Franke),  88;  for  salpingitis,  20, 

Dysmenorrhoea  (Menge),  779. 

Dystocia,  in  a  bicorned  uterus  (Fochier),  4s ;  due  to  excessive  size  of  fcetal 
head,  £c.  (St.  Martin),  too;  impression  of  the  head  in  (Cramer),  moo. 

Eclampsia  : — Pathogenesis  of  (Dienst),  100 ;  pathogenesis  (Fehling),  162  ; 
mechanical  cause  for  (Strassmann),  20f ;  pathology  (Schmorl,  &c.),  164  ; 
treatment  (Stroganofi),  208;  morbid  effects  on  the  foetus  (Alfieri),  5^  ; 
pregnancy  and  albuminuria  (Berry  Hart),  20J. 

Ectopic  Gestation  :— -Etiology  (Vignard),  20/  ;  as  an  obstacle  to  delivery 
of  intrauterine  foetus  (Bland-Sutton),  7^7;  diagnosis  and  treatment  of 
advanced  (Sittner),  20/  ;  injury  as  a  factor  in  (Seligmann),  33  ;  interstitial 
(Gu^rard),  20/  ;  nidation  of  the  ovum  (Stroganowa),  33  ;  recurrent  (Sens), 
go  ;  simulated  by  intrauterine  (Segond),  34 ;  transmigration  of  the  ovum 
(Sippel),  33  ;  treatment  of  (Ihm),  202 ;  tubal  pregnancy  with  unicomed 
uterus  (Fischel),  33. 

Embryomata,  ovarian  (Katsurada),  797 ;  the  malignity  of  solid  (Jung),  ig8. 

Endometritis  in  general  practice  (Menge),  64, 
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Abstracts — continued. 

Fecundity  in  relation  to  stature  (Soli),  202. 

Fibroids,  Fibromyomata,  Myomata  The  oiigin  of  (Santi),  J2j;  haemor- 
rhage from,  the  cause  and  treatment  of  (Alvemhe),  127 ;  the  degenera- 
tions of  (Prochownic),  77;  calcification  of  (Guibe),  127;  complicated 
by  carcinoma  (Hegar),  79;  complicated  by  diabetes  ( Klein waechter),  77; 
cystic  degeneration  (Flatau),  188;  malignant  degeneration  (Flatau),  8; 
surgical  treatment  of  (Peyrot);  (Bouilly),  187;  (Roussel),  187;  (Mon- 
profit), 187 ;  (Chenieux),  187 ;  surgical  treatment,  conservative  (Beyea), 
128:  (Dartigues),  12^;  vaginal  conservative  operations  (Candia),  8; 
Segond's  cervico* vaginal  hysterectomy  (Dartigues),  I2g;  abdominal  total 
extirpation  of  (Flatau),  /86  ;  supravaginal  hysterectomy  for  (Westermark), 
ijo;  (Schenk), /y/;  a  method  of  operating  upon  intra-ligamentous  and 
subperitoneal  fibroids  (Pryor),  iji ;  fibromyoma  of  Douglas*  folds  (Rosen- 
stein),  i8g ;  pregnancy,  surgical  intervention  during  (Thumin),  187;  see 
also  under  Pregnancy. 

Foetal  inclusion  in  the  mesocolon  (Ahrens),  24. 

Fracture  of  the  clavicle  in  a  breech  case  (Schroeder),  2//. 

Hsematocele  from  ovarian  hemorrhage,  797. 

Haematomole  (Breus),  with  hydatiform  degeneration  (Micholilsch),  20J, 
Hydatid  molar  pregnancy,  diagnosis  of  (Pot en),  20J. 
Hydatids  of  the  peritoneum  (Siller),  779. 
Hymen,  the  formation  of  the  (Pestalozza),  777. 
Hypertrophy  of  the  mammae  (Donati),  jj. 

Hysterectomy,  vaginal,  new  operation  (Ddderlein),  76 ;  vaginal,  perforation 
three  months  afterwards  during  coition,  peritonitis  (Modlinski),  12J, 

Idiocy  from  parental  abuse  of  cocaine  (Marfan),  2/4, 
Influenza  in  childbed,  the  differential  diagnosis  of  (Stole),  ^77. 
Inversion,  see  under  displacements. 

Menstruation  : — (Merletti),  j  ;  reflex  catamenial  pseudo-appendicitis,  116. 
Metreurysis,  induction  of  labour  (Krummacher,  Ahlfeld), 
Myomectomy,  pregnancy  after,  757  ;  during  pregnancy,  fj2. 

Neoplasms  of  the  malformed  uterus  (Josephson),  779. 

Obstetric  practice  in  various  clinics  (Kalabin),  j/. 

Osmotic  pressure  of  the  maternal  and  fcetal  blood,  &c.  (Resinelli),  2/j. 

Osteomalacia  (Gayot  and  Bonnet,  Drennan,  Fothergill),  ij8  ;  ( Vrbanic),  ijg  ; 
and  diaphoresis  (Schmidt,  Heinsius),  99;  and  the  ovary  (Finzi,  BuUus, 
Scharfe,  Truzzi),  20, 

Ovarian Adenocystoma  (Peiser),  igj ;  cysts;  their  origin  (Hill),  is8;  deve- 
lopment in  ovarian  remnants  (Ehrenfest),  2^ ;  cystoma,  fatal  suppuration 
(Lebesque),  2t ;  disease  and  insanity  (Hobbs),  88;  dystrophia  (Dalch^), 
ig6 ;  glandular  tumours  (Kehrer),  21 ;  haematocele  retrouterina  from 
ovarian  haemorrhage  (Gabriel),  797. 

Ovaries Panhysterectomy  for  malignant  tumours  of  the  (Delaunay),  795; 
solid  ovarian  tumours  and  pleurisy  (Pritchard),  23  ;  ovary,  cancerous 
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Abstracts— con/ifui€ti. 

metastases  in  the  (Kraus),  1^4;  decidual  changes  in  the  ovaries  (Linden- 
thai),  /g6  ;  embryomata  of  the  ovaries,  24 ;  folliculoma  ovarii  (Schroder), 
1^4;  ovaries,  transplantation  of  the  (Roxas),  /j6;  (L.ookascbevitsch), 

Ovariotomy  in  pregnancy  (Bland-Sutton),  /4S;  (Orgler),  797. 

Ovaritis,  suppurating  (Mauger),  is^. 

Pan-hysterectomy,  abdominal,  for  malignant  ovarian  tumours,  /gj ;  abdominal 

(Krdnig),  (Flatau),  1S6, 
Paralysis,  obstetric  (Stolper),  (Frank),  212;  post-operative  (Witthauer),  yj. 
Parametric  cicatrices  (v.  Ott),  /<$b. 

Parametritis,  posterior,  the  pathology  and  treatment  of  (Brdse),  /So. 

Placenta : — Endarderitis  obliterans  of  the  placental  villi  (v.  Franquc),  2/2  ; 

the  mode  of  death  of  the  child  in  premature  detachment  of  the  (Schnltze), 

2/2  ;  the  origin  of  the  syncytium  (Winkler),  104. 
Polypi  of  the  meatus  urinarius  in  women  (Leroy),  //j:. 
Porro's  operation  (Pestalozza),  loj. 

Pregnancy,  after  myomectomy,  757;  a  new  early  sign  of  (Schaffer),  202; 
and  albuminuria  (Berry- Hart),  complicated  by  Cancer  (Bland-Sutton), 
757  ;  complicated  by  tumours  (Nicholson),  142  ;  (Bland-Sutton),  14^  ; 
(Playfair,  McKerron),  149  ;  (Donald,  Schaller,  Bland-Sutton),  complicated 
by  cancer,  &c.  (Bland-Sutton),  757;  by  myomata  (Chenieux,  Berthomier), 
/J/;  duration  of  (v.  Winckel),  2g ;  and  haematoma  (Stockel),  jo ; 
haematuria  during  (Chiaventone),  141;  hydramnios  in  early  (Pucdo), 
140;  myomectomy  during  (Emmett),  1^2;  after  myomectomyt  iS7 1 
ossification  of  the  dura  mater  in  (Lancelin),  141 ;  the  heart  in  (Fellncf), 
21  J ;  in  a  rudimentary  horn  (Ries),  jo;  the  influence  of  phthisis  on 
pregnancy  and  labour  (Kaminer,  &c.)t  9^1  (Bernheim),  g8* 

Prolapse,  see  under  Displacements. 

Pseudo-appendicitis,  46, 

Pseudomyxoma  peritonei  (Polano),  igs  ;  (Lewitsky),  194. 

Puerperal  infection: — metritis  dissecans  (Beckmann),  48;  and  serotherapy 
(Labusquiire),  49;  (Scharfe),  jo;  peritonitis  and  the  diplo-strepto- 
coccus  (Walthard),  50;  fever  (Albert),  108;  sepsis  (Budin),  log;  venous 
thrombosis  of  the  small  pelvis  (Heidemann),  77^;  hypodermic  injectioo 
of  quinine  in  (Aufrecht),  77^;  partial  hysterectomy  in  (\lneberg),  z/j; 
(streptococcic)  pathological  histology  of  the  uterus  in  (Klitin),  77/. 

Keflex  and  sympathetic  phenomena  in  the  female  genitals  (Kehrer),  57. 
Retention  of  the  foeUl  skull  (Neugebauer),  38. 
Retrodeviations,  su  under  Displacements. 

Retrouterine  subperitoneal  tumours  (Winternitz  and  Henke,  Kronig),  2S. 
Sarcoma  (Weir),  80. 

Sudden  delivery  (Kunze),  40;  (Willhauer),  40, 
Syncytium,  the  origin  of  the  (Winkler),  104. 


Tarnier's  dilators  (Cavacini),  172, 
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Tubes  : — Umbilical  cord ;  fatal  haemorrhage  from  the  (Paulson),  »  prolapse 
of  the,  reduced  by  a  compress  (Henne),  208 ;  tubal  cyst  containing 
eggs  of  the  oxyuris  (Marro),  ig8 ;  tubal  polypus  large  fibromyomatous 
(Wettergren),  86;  tubal  pregnancy,  see  Ectopic  Gestation ;  tubal  sterilisa- 
tion (Kehrer),  200 ;  (Abel),  20/ ;  bsematosalpinx  following  adenomyoma 
(Chrysopathes),  igg ;  pyosalpinx,  surgery  of  (Flatau),  200  ;  sacto-salpinx 
hsemorrhflgica  (Waldo),  salpingitis,  dilation,  curettage  and  drainage 
for  the  cure  (Beaassenat  and  Blum),  8y ;  salpingitis,  hysterectomy  for 
(Faure),  140  ;  salpingitis,  bilateralis  tuberculosa  (Lindfors),  20. 

Tuberculosis,  genital  (Jorfida),  18;  (Ajello,  Sippel,  Baumgart),  ig. 

Ureters,  on  the  care  of  the  arteries  of  the  (Feitel),  18^  ;  treatment  of  the  injured 
(Weinreb),  183. 

Uterus  Rupture  of  the  (Ferrari,  Funke),  jd;  (Klien),  j/,  77/;  its  origin 
and  treatment  (v.  Franque),  20g ;  spontaneous  rupture  of  the,  successful 
abdominal  section  (Worrall),  2og  ;  the  lower  uterine  segment  (Smyly),  gi ; 
tympania  uteri  (Gessner),  j/  ;  uterine  syphilis,  late  (Spinelli),  iy8. 

Vagina  : — Glandular  cysts  of  the  (Davidson),  2;  vesico- vaginal  fistula,  opera- 
tion for  (Wolkowitsch),  iy8. 


Address :  To  the  King,  i,  97 ;  President's  inaugural,  5  ;  President's  valedictory, 
313. 

Alexander,  Dr.  W.  M. 

On  posterior  vaginal  coeliotomy  in  operations  for  pelvic  disease,  130. 
Remarks:  On  backward  displacements,  117  ;  in  reply  on  same,  128 ;  on  vaginal 
coeliotomy,  151. 
Angiomatous  tumour  of  the  liver,  4a 

Benjafield,  Dr.    Remarks :  On  backward  displacements,  127. 
Bishop,  Mr.  Stanmore.   A  demonstration  of  some  changes  observed  in  uteri, 
the  seat  of  fibromata,  236. 
Specimens :  Fibromyomata  in  various  forms  of  degeneration,  198. 
Boyd,  Mrs.  Stanley.    Remarks :  On  Dr.  Noble's  paper  on  fibroid  tumours,  193. 
Boyd,  Mr.  Stanley.   Remarks :  On  Dr.  Noble's  paper,  195. 

Coeliotomy  vaginal  (Alexander),  130 ;  DiscussioMt  149. 

Duncan,  Dr.  William.   Specimens :  Cystic  fibroids  of  broad  ligament ;  fibro- 
myomata in  cystic  and  mucoid  degeneration,  198. 

Eastes,  Mr.    Remarks:  On  tubal  gestation,  275. 

Ectopic  Gestation.   Specimens:  (Macnaughton-Jones),  145,  272;  (Edge),  265. 
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Edge,  Dr.  Frederick.    On  haemorrhage,  hsemostasis  and  protection  of  the 
bladder  and  ureters  in  dealing  with  myomata,  &c.,  &c,  62. 
Specimens :  Myoma  removed  by  panhysterectomy  during  pregnancy,  32 ; 
myoma  removed  by  supravaginal  h3rsterectomy,  266;  ruptured  tubal 
pregnancy,  265  ;  hysterectomy  for  prolapse,  266. 
Remarks  in  reply^  268 ;  on  removal  of  the  ovaries,  275. 
Elder,  Dr.  George. 

Remarks:  On  the  address  to  the  King,  i  ;  on  backward  displacements,  123. 
Elliott,  Dr.  F.  Percy.    On  puerperal  septicaemia,  pyaemia,  and  insanity,  159. 

Fenwick,  Dr.  Bedford. 

Remarks :  On  silver  wire  in  closing  the  abdomen,  204. 
Fibromyomata,  fibroids,  myomata 

On  haemorrhage,  haemostasis,  and  protection  of  the  bladder  and  ureters  in 

dealing  with  myomata  (Edge),  62. 
On  some  complications  of  fibromyomata  of  the  uterus  (Jessett),  212. 
On  the  complications  and  degenerations  of  fibroid  tumours  of  the  uterus 
(Noble),  17a 

On  the  soft  oedematous  myoma  (monoma)  of  Lawson  Tait  (Snow),  153. 
Discussions:  On  Dr.  Noble's  paper,  igo.    On  Mr.  Bishop's  paper,  301. 
Spteitiuns :  Degenerations,  198 ;  (Jordan),  35 ;  (Purefoy),  i  ;  (Edge),  32 ; 

with  hydrosalpinx,  43 ;  multiple,  33,  37,  142 ;  (Skene  Keith),  142 ; 

monoma,  144,  198 ;  large,  203  ;  simulating  appendicitis,  208 ;  (O'Cal- 

laghan),  270 ;  with  ovarian  cysts,  283. 

Giles,  Dr.  A.  E.    Specimens :  Cystic  fibromyoma  in  degeneration,  198. 
Hkbert,  Dr.  P.  Z.    Remarks:  On  pessaries,  127. 

Hodgson,  Dr.  R.  H.    Remarks :  On  backward  displacements,  128 ;  on  vaginal 
displacements,  149 ;  on  Dr.  Macnaughton-Jones'  large  fibroid  tumour,  205. 

Jackson,  Mr.  T.  R.  Vincent,  Obituary^  249. 

Jessett,  Mr.  Fred  Bowreman.   On  the  surgical  treatment  of  prolapse  of  the 
uterus,  17.    On  some  complications  of  fibromyomata  of  the  uterus,  212. 
Specimens:  Cystic  fibromyomata  in  degeneration,  &c.,  198.    Three  cases  of 
myoma  uteri,  311. 

Remarks:  On  backward  displacements,  121  ;  on  Dr.  Noble's  paper  on  fibroid 
tumours,  188.    On  appendicitis,  and  on  prolapse  operations,  268.  On 
removing  both  ovaries,  271.    On  intravenous  infusion,  274.    On  the 
Editor's  Report,  309. 
Jones,  Dr.  Handfield. 

Specimens :  Cystic  and  calcareous  fibromyomata  in  degeneration,  198. 
Jordan,  Mr.  J.  Fumeaux.   Specimens :  Myoma  of  the  uterus,  35. 

Remarks  :  Uterine  tumours,  60;  on  vaginal  coeliotomy,  150.   In  reply :  43. 

Keith,  Mr.  Skene.    Specimens :  Five  uterine  fibroids,  142. 
Remarks :  On  Dr.  Noble's  paper  on  fibroid  tumours,  195. 

Lawrib,  Dr.  Macpherson.  Remarks :  On  fibroid  tumors,  195. 
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Macan,  Dr.  J.  J.    Remarks :  On  backward  displacements,  126. 

Edit&r^s  Report,  307. 
Macnaughton -Jones,  Dr. 
Gjmsecology  abroad,  321. 
On  retroversion  of  the  uterus,  98. 
Specimens :  Angiomatous  tumour  of  the  liver,  40  ;  carcinoma  of  the  ovary,  36  ; 
ectopic  gestation  sacs,  145  ;  Ruptured  ditto,  272 ;  Fibromyoma,  a  very 
Urge,  203 ;  ditto,  in  necrbbiotic  degeneration,  198 ;  multiple  myomata,  37  ; 
malignant  vaginal  growth,  284 ;  pyosalpinx,  primary  tuberculous,  199 ; 
pyosalpinx,  double,  274;  tuberculosis,  primary  miliary  mammary,  285,  38  ; 
recent  gynaecological  appliances,  302 ;  ovarian  cysts  complicating  myomata, 

283. 

Remarks :  On  the  address  to  the  King,  i ;  on  uterine  tumours,  58 ;  on  vaginal 
coeliotomy,  151 ;  on  fibroid  tumours,  190 ;  on  prolapse  operations,  267  ;  on 
removal  of  the  ovaries,  272 ;  on  stretching  of  the  cautery,  285 ;  on  curet- 
tage of  the  myomatous  uterus,  30X ;  on  the  Editor's  Report,  308. 

In  reply:  On  specimens,  43;  on  retroversion,  129;  on  saline  infusion, 
drainage,  and  suprarenal  capsules,  276. 
Mansbll-Moullin,  Dr.  J.  A.,  President. 
Inaugural  Address :  On  certain  recognised  gynaecological  operations,  5. 
Vakdictory  Address :  313. 

Specimens  :  Fibromyoma  in  necrobiotic  degeneration  during  pregnancy,  198. 
Remarks :  Acknowledgment  of  the  address  to  the  King,  97  ;  on  displace- 
ments, 98,  128 ;  on  Mr.  Furneaux  Jordan's  specimens  of  myoma  with 
hydrosalpinx,  43  ;  on  specimens  at  the  July  meeting,  196 ;  on  the  use  of 
silver  wire  in  closing  the  abdomen,  204 ;  on  drainage,  275. 
Martin,  Mr.  Christopher.   On  retention  of  the  menses,  228. 

Specimens :  Malformed  uteri  (3),  3. 
Matico  as  a  styptic,  206. 

Meetings  of  the  British  GYNyECOLOoicAL  Society 
Ordinary  meeting,  February  14,  1901,  i. 
„         „       March  14,  1901,  32. 
„         „      April  25,  1901, 97. 

May  9,  1901,  126. 
„      June  13,  1901,  142. 
July  II,  1901.  169. 
„  October  10,  1901,  199. 

„         „      November  7,  1901,  264. 
„         „      December  12,  1901, 283. 
Annual  meeting,  January  9,  1901,  304. 
New  Fellows  elected,  158,  358. 
Menses,  on  retention  of  the,  228. 

Nrwnham,  Dr.  W.  H.    Specimens:  Multiple  fibryomata,  X42. 
Noble,  Dr.  Charles  F.    On  the  complications  and  degenerations  of  fibroid 
tumours,  170. 
Remarks  in  reply  to  the  discussion  thereon,  197. 
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O'Callaghan,  Mr.  R. 

Spcchnens :  Large  myoma  removed  by  hysterectomy,  270 ;  myoma  removed  by 
myomectomy,  270 ;  double  pyosalpinx,  276. 

/Remarks:  On  drainage,  276;  in  reply ^  271,  272.  ! 
Ovary,  carcinoma  of  the,  36 ;  cystic  sarcoma  of  the.  207. 

Pessaries,  127. 

Prolapse  of  the  uterus,  the  surgical  treatment  of  (Jessett),  17. 

Specimen :  Carcinoma  of  the  prolapsed  uterus,  4. 
Publications  received,  263. 

Puerperal  septicemia,  pyaemia,  and  insanity  (Elliott),  159.  I 
PuRCBLL,  Dr.  F.  A.    Specimens :  Cystic  sarcoma  of  the  right  ovary,  207  ; 

multiple  fibrocystic  tumour  of  the  uterus,  310. 
Remarks:  On  backward  displacement,  127. 
PURBFOY,  Dr.    Specimens:  Fibroid  disease  of  the  uterus,  I ;  telangiectatic  fibro- 

myoma  in  degeneration,  95. 

Reports :  Editor's,  307  ;  Treasurer's,  304 ;  (Targett),  41. 
Resolution  of  the  Council  in  regard  to  medical  women,  95. 
Retroversion  of  the  uterus  (Macnaughton-Jones),  98. 

Discussion /Aereon  :  117,  126. 
Reviews  :— 

Beuttner :  Gynaecologia  Helvetica,  261. 
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1893      KiRKLEY,  C.A.,  M.D.,  1105,  Jefferson  Street,  Toledo,  Ohio,  U.S.A. 

F.F.      Knott,  Charles,  M.R.C.P.Edin.,  Liz  Ville,  Elm  Grove,  Southsea. 
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1898  +McManus,  Leonard  Strong,  M.D.,  Wcstwood  House,  St.  John's 

Hill,  s.w. 
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York  Polyclinic  and  at  Dartmouth  College^  20,  West  Forty-Fifth 
Street,  New  York,  U.S.A.  V.-P.  i8fe-7. 

1900  Murphy,  J.  Kbogh,  M.A.,  M.D.,  B.C.Cainb.,  35,  Princes  Square, 
Bayswater. 

1896  Murray,  Chas.  F.  K.,  M-D.,  R.U.I.,  F.R.C.S.,  Kenilworth,  Cape 
Town,  S.  Africa. 

1885      Murray,  Robert  Milne,  M.A.  St.  And.,  M.B.Edin.,  F.R.C.P.Edin. 

F.R.S.E.,  Assistant  Physician  Mater niiy  Hospital;  Lecturer  an 
Midwifery  and  Gynecology  Edinl>urgh  School;  Physician  for 
Diseases  of  Women  to  the  Western  Dispensary ;  Assistant  Gyna- 
cologist  to  the  Edinburgh  Royal  Infirmary ^  1 1,  Chester  Street, 
Edinburgh.  C.  1886-8.    V.-P.  1899-1901. 

1891  Murray,  William,  M.D.,  F.R.C.P.,  Consulting  Physician  NewcastU- 
on-  Tyne  Hospital  for  Sick  Children^  9,  EUison  Place,  Newcastlc- 
on-Tync. 

F.F.  Mutch,  F.  Robertson,  M.l).,  CM.Aber.,  «•  Strathgairn,*'  Gold- 
smith  Street,  Nottingham. 


1891  •Napier,  A.  D.  Lrith,  M.D.,  M.R.CP.Lond.,  F.R.S.Edin.,  iau 
Physician  Royal  Maternity  Charity  of  London^  cutd  Examiner  in 
Midwifery  and  Gynacology^  Apothecaries*  HalL 

C.  1892.    Hon.  Sec.  1893-4.    Editor  1894-6.   V.-P.  1895-7. 

1889  tNAUMANN,  J.  C.  Francis,  M.D.Brux.,  L.R.C.P.Lond.,  M.R.C.S. 
Eng.,  Physician  Italian  Hospital^  125,  Gower  Street,  w.c. 

1894  tNEATBV,  Edwin  A.,  M.D.Brux.,  L.R.C.P.Lond.,  19,  Upper  W^impole 
Street,  w. 

1891  Nedwill,  Courtney,  M.D.,  R.U.I.,  M.R.C.S.,  Christcharch,  Can- 
terbury, New  Zealand. 

L.  1886  Nelson,  Daniel  Thurber,  M.D.,  2400,  Indian  Avenue,  Chicago, 
U.S.A. 

L.  FF.  tNETHERCLiFi,  WiLLiAM  IIenry,  F.R.C.S.Ed.,  8,  St.  George's  Place, 
Canterbury. 

L.  F.F.  Neugebauer,  Franz,  M.D.,  Directeur  de  FHopital  Evangelique, 
Leszno,  33,  Warsaw,  Russia  (Poland).  V.-P.  1887^. 

1898     tNEViLLE,  Thos.,  M.D.,  R.U.I.,  123,  Sloanc  Street,  s.w. 

1896  Newnham,  William  Harry  Christopher,  M.A.,  M.B.Camb., 
M.R.C.S.,  Physician  Accoucheur  Bristol  General  Hospital^  Chandos 
Villa,  Queen's  Road,  Chfton.  C.  1898-1900. 

1898  Noble,  Charles  P.,  M.D.Maryland,  1509,  Locust  Street,  Philadelphia, 
Pa.,  U.S.A. 


1896     +0*Bryen,  James  Whekler,  M.D.Vermont,  L.R.C.P.  and  S.Ed., 
Springfield  Lodge,  Sydenham,  s.E. 


L.  i889tO*CALLAGHAN,  ROBERT.  L.R.C.P.,  F.R.CS.L,  late  Surgeon  Carloit* 
Infirmary  and  Surgeon  Chelsea  Hospital  for  Women,  137,  Harley 
Street,  w.  C.  1891-3. 
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1S98  O'Connor,  William  Moylb,  M.A.,  M.D.Dub.,  Lyndhurst,  Cargate, 
Aldershot. 

1885  O'DONNELL,  Thomas  J.,  L.K.Q.C.P.I.,  L.M.,  L.R.C.S.I.,  Surgeon 
Major  Amty^  Oorgaum,  Mysore  State,  India. 

1898  O'Hagan,  Patrick  Francis,  L.R.C.P.  &  S.E.,  Tower  House, 
London  Road,  Croydon. 

1895     •Olivbr,  Franklin  Hewitt,  L.R.C.P.Lond.,  L.S.A. 

1894  tOLiVER,  Jambs,  M.D.,  M.R.C.P.Lond.,  F.R.S.Edin.,  Physician  to 
the  Hospital  for  Women  Soho  Square,  IV,,  18,  Gordon  Square,  w.c. 

C.  1896-98.    V.-P.,  1900-2. 

1891  Oliver,  Thos.,  M.A.,  M.D.,  F.R.C.P.,  Professor  of  Physiolo^ 
University  of  Durham,  Physician  Newcastle-on-Tyne  Infirmary, 
7,  Ellison  Place,  Ncwcastle-on-Tync.  C.  1892-4. 

1898  Oppbnhbimbr,  Heinrich,  M.D.Heidelberg,  M.R.C.P.Lond.,  63, 
Finsbury  Pavement,  B.C. 

L.  1889  Ostrom,  H.      M.D.,  42,  West  48th  Street,  New  York,  U.S.A. 


F.F.     tPADMAN,  John,  M.R.CS.EDg.,  22,  Bloomsbury  Square,  w.c. 

L.  1888  Parkinson,  J.  Taylor,  M.D.,  Brook  View,  Crystal  Brook,  South 
Australia. 

1898  tPARSONS.  John  Inglis,  M.D.,  M.R.C.P.,  Physician  to  the  Chelsea 
Hospital  for  IVomen,  3,  Queen  Street,  Mayfair,  w.      C.  1901-2. 

1898  Pattison,  Edward  Seton,  M.R.C.S.,  L.R.C.P.Ed.,  Granville  House, 
Fulham  Park,  s.w. 

1898  Pearson,  Charles  Yelverton,  M.D.,  M.Cb.,  1,  Sidney  Place,  Cork. 

Hon.  Log.  Sec. 

1899  Pbck,  Francis  Samuel,  M.R.C.S.,  L.R.C.P.,  Lieut.-CoL  Indian 

Mediial  Service^  Professor  of  Midwifery  and  Obstetric  Physician  at 
Cakutta  Medical  College,  6,  Harrington  Street,  Calcutta. 

1891  Philipson,  Professor  Sir G.  H.,  M.A.,  M.D.Cantab.,  D.C.L.,  F.R.C.P., 
Professor  of  Medicine  University  of  Durham,  Senior  Physician 
Newcastle-on-Tyne  Infirmary,  7,  Eldon  Square,  Newcastle-on- 
Tyne. 

L.  F.F.  Pinard,  Adolphb  M.D.,  Professeur  h  la  Faculti  Accoucheur  de  Lari- 
boisiire,  ii,  Rocquepine,  Paris.  V.-P.  1900- 1. 

1895  Plowman,  T.  A.  Barrett,  M.R.C.S.,  L.R.C.P.,  Greenway,  North 
Curry,  Taunton. 

L.  1885  Polk,  William  M.,  M,T),,  Ex-Presiilent  Mew  York  Ohstettieal  Society, 
&'c.  &*c.,  7,  East  Thirty-Sixlh  Street,  New  York,  U.S.A. 

1886  tPoPB,  Harry  Campbell,  M.D.Lond.,  F.R.C.S.,  6,  Ashchurch  Grove, 
Guldhawk  Road,  Shepherd's  Bush,  w.  C.  1890-2. 

1891  tPouLTBR,  Arthur  Reginald,  M.R.CS.,  L.R.C.P.,  4,  Gordon 
Mansions,  Gower  Street,  w.c. 

1898  Pringi.b,  George  Lorainb  Kerr,  M.D.,  C.M.Ed.,  K ing's  Square, 
Bridge  water,  Somerset. 
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F.F.  tPuRCELL,  Ferdinand  Albert,  M.D.,  M.Ch.,  R.U.I.,  M.R.CS., 
L.M.Eng.,  Sur^n  to  the  Cancer  Hospital ^  Brompt^n^  7,  Man- 
chester Square,  w.  C  1888-9,  ^^I  S- 

L.  F.F.  PuREFOY,  Richard  Dancer,  M.D.,  T.C.D.,  F.R.CS.I.,  Obstetric 
Surgeon  Adelaide  Hospital- Master  of  the  Rotunda  Hospital,  ao, 
Merrion  Square,  Dublin.  C.  1884-6.    V.-P.  1899-1901. 

1895  tPuTSEY,  William  H.,  M.D.Dur.,  M.R.C.S.,  FUH-Surgeon  {reUredS 
R,N,,  Medical  Ke^^istrar  South  London  Hospital  for  Wonun^  195, 
Portsdown  Road,  Maida  Vale,  w. 


1887  Rab,  George  A.,  L.R.C.P.  &  S.Ed.,  i.  Outrun  Terrace,  Stoke, 
Devonport. 

1894  tRAMSAY,  Frank  Winson,  M.D.,  B.S.Dur.,  F.R.C.S.Ed.,  Jesmood 
Dene,  Bournemouth.  C.  1900-2. 

L.  F.F.  Rasch,  Adolphus  A.  F.,  M.D.,  M.R.C.P.,  late  Physician  for  Diseases 
of  Women  and  Children  to  the  German  Hospital^  London^  Bluroeo- 
slrasse,  5,  Halle  \  Saale,  Germany.     C.  1891-3.    V.-P.  1895-6. 

F.F.  Rawlings,  John  Adams,  M.R.C.P.Edin.,  M.R.C.S.EDg.,  Physician 
to  the  Swansea  Hospital^  Preswylfa,  Swansea.  C.  1889-90. 

1898  tREDFERN,  John  J.,  M.D.,  l\,K.O.y  Surgeon  to  the  Croydon  General 
Hospital,  Croindene,  Wcllesley  Road,  Croydon. 

L.  1887  Reed,  Charles  A.  L.,  M.D.,  Professor  of  Gynacology  and  Abdominal 
Surgery  at  the  Cincinnati  College  of  Medicine  and  Surgery,  and 
Surgeon  to  the  Cincinnati  Free  Sutgical  Hospital  for  IVonum, 
Cincinnati,  Ohio,  U.S.A. 

1901      Reid,  Duncan  James,  M.D.,  Shanghai,  China. 

F.F.  Reid,  W.  Loudon,  M.D.GIas.,  F.F.P.S.GIas.,  Profesior  of  Midwifery 
and  Diseases  of  Women  and  Children,  Anderson  s  College,  Glasgow^ 
Physician  to  Dispensary  for  Diseases  of  Women,  Western  In/trmesry, 
7,  Royal  Crescent,  Glasgow.  C.  1888-9.    V.-P.  1896-8. 

1898      Rice,  George,  M.Dur.,  46,  Friar  Gate,  Derby. 

F.F.     •Richardson,  John  Humphrey  Howard,  M.R.C.S.,  L.S.A. 

L.  1888  RiCKErrs,  E.  S.,  M.D.,  93,  East  Fourth  Street,  Cincinnati,  Ohio, 
U.S.  A. 

L.  F.F.  Roberts,  D.  Lloyd,  M.D.,  F.R.C.P.,  F.R.S.Edin.,  Physician  to  Si. 

Mary's  Hospital,  Manchester,  and  Lecturer  on  Clinical  Midwifery 
and  the  Diseases  of  Women  in  Owens  College,  li,  St.  John  Street, 
Manchester.  C.  1884.    V.-P.  1886-8. 

F.F.  tRoBERTS,  Thomas,  L.S.A.Lond.,  2,  Selbome  Gardens,  York  Road, 
Ilford,  Essex. 

L.  F.F.tRoBERTSON,  A.  Milne,  M.D.Edin.,  Gonville  House,  Alton  Road, 
Roehampton,  s.w. 

1901  tRoBiNSON,  Edward  Tait,  M.D.,  21,  Gloucester  Place,  Portinan 
Square,  w. 

1898  tRoBiNSON,  Malachi  J.,  M.D.,  M.Ch.,  R.U.I.,  257,  Essex  Road, 
Canonbury,  N. 
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iS88  +R0BSON,  Arthur  W.  Mayo,  F.R.C.S.Eng.,  L.R.C.P.Lond.,  Professor 
of  Surgery  Yorkshire  College^  Surgeon  Leeds  General  Infirmary^ 
7,  Park  Square,  Leeds. 

Hon.  Loc,  Sec.  C.  1893  5  &  1898-1900.  V.-P.  1896.  Pres.  1897. 

1897  ROBSON,  Herbert  J.,  M.R.C.S.  &  L.R.C.P.Lond.,  3,  Hillary  Place, 

Woodhouse  Lane,  Leeds. 

L.  1885  RosEBRUGH,  John  Wellington,  M.D.,  Hamilton,  Ont.,  Canada. 

L.  1888  Ross,  James  F.  W.,  M.D.,  CM.,  L.R.C.P.Lond.,  Professor  of 
Gynecology  and  Abdominal  Surgery  Ontario  Medical  ColU^e  for 
Women^  Gynacologist  to  Toronto  General  Hospital^  St.  MickaePs 
Hospital  and  St,  /ohn*s  Hospital  for  IVofnen,  481,  Sherboume 
Street,  Toronto,  Canada.  Hon.  Loc.  Sec. 

1898  fRoTHEROE,  William  Burslem,  L.R.C.P.  &  S.Ed.,  47,  Gloucester 

Place,  w. 

1901  RouNTREE,  William  Augustine,  M.D.,  M.Ch.,  R.U.L,  21,  Maiden 
Crescent,  n.w. 

F.F.     tRouTH,  Charles  Henry  Felix,  M.D.,  M.RX.P.,  Consulting  Phy- 
sician to  the  Samaritan  Free  Hospital^  52,  Montague  Square,  w. 
V.-P.  1884-6 &  1896  8.  C.  1888-9,  1891-4&  18991901.  Pres.  1890. 

Hon.  Fellow  1901. 

L.  F.F.  Russell,  Logan  D.  H.,  M.D.,  M.R.C.S.,  Glenfern,  Halfway  Tree, 
Jamaica. 

1897  tRYALL,  Charles,  F.R.C.S.,  Surgeon  to  the  Cancer  Hospital ;  Surgeon 
to  the  Gordon  Hospital ;  Surgeon  to  Out-patients,  London  Lock 
Hospital,  51,  Queen  Anne  Street,  w.  Hon.  Sec.  1900-2. 


1901  tST.  Aubyn-Farrer,  Claude,  L.R.C.P.,  L.R.C.S.Edin.,  7,  West- 
bourne  Park  Road,  Porchester  Square,  w. 

1895     ^Sambon,  Luigi,  M.D. 

1895     *Saunders,  Frederick  Herbert,  M.D.,  C.M.Aber. 

F.F.  tSAVAGE,  Thomas,  M.D.,  M.R.C.P.,  F.R.CS-Eng.,  Professor  of 
Gynacohgy  MasotCs  College,  Surgeon  Birmingham  and  Midland 
Hospital,  133,  Edmund  Street.  Birmingham. 

C.  1884  6  &  1895-7.    V.-P.  1889-91.    Pres.  1894. 

1892     fSCHACHT,  F.  F.,  M.D.,  B.A.Cantab.,  late  Physician  to  Out-Patients, 
Chelsea  Hospital  for  Women,  153,  Cromwell  Road,  s.w. 
Hon.  Sec.  1893-6.    Editor  1896-9.    V.-P.  1897-9.    C.  1900-2. 

1891  Scott,  Edward  Irwin,  M.D.  St.  And.,  69,  Church  Road,  West 
Brighton. 

1887  tSHAW,  John,  M.D.Lond.,  M.R.C.P.Lond.,  Obstetric  Physician  and 
Gynacologist  North-West  London  Hospital,  32,  New  Cavendish 
Street,  Cavendish  Square,  w. 

C.  1888-90.    V.-P.  1901-2.    Hon.  Sec.  1895-7. 

1901  Shearer,  Alfred,  M.B.,  Ch.B.,  c/'o  Dr.  Purchas,  Newtown,  N. 
Wales. 

1901  Shepherd,  Thomas  William,  L.R.C.S.Edin ,  Castle  Hill  House, 
Launceston,  Cornwall. 
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1895  tSiMEON,  E.  Archibald,  L.R.CP.  &  S.Ed.,  350,*  Hoe  Street, 
Walthamstow,  n.b. 

1889  tSiMPSON,  Alexander  Russell,  M.D.,  F.R.CP.Edin.,  F.F.P.S.GUs., 
F.R.S.E.,  Professor  of  Midwifery  and  Diseases  of  Women  Edin- 
burgh University^  Physician  for  Diseases  of  IVomen  Royal  In- 
firtnary  and  Maternity  Hospital^  52,  Queen  Street,  Edinburgh. 

V.-P.  1890-1.    Pres.  1892.    C.  1^3-5. 

1898  •Simpson,  John  Pollock,  M.D. 

1899  Sinclair,  William  Japp,  M.D.Aber.,  M.R.C.P.,  Professor  of  Ob- 

stetrics and  Gynacolof»y  Victoria  University ^  and  Physician  to  the 
Southern  Hospital^  Manchester^  250,  Oxford  Road,  Manchester. 

C.  1900.   V.-P.  1901-2. 
F.F.     tSLiMON,  William,  M.D.Glas.,  F.F.P.S.Glas.,  26,  New  Cavendish 
Street,  w.  C.  1 899- 1 9cx>  &  1902. 

1886  Sloan,  Samuel,  M.D.,  F.F.P.S.Glas.,  Consulting  Physician  to  the 
Glasgow  Maternity  Hospital^  5,  Somerset  Place,  Sauchiehall  Street 
West,  Glasgow.  C.  1889-91. 

L.  1887  Smart,  David,  M.6.,  6.Sc.Edin.,  74,  Hartington  Road,  Liverpool. 

1 889  Smith,  Alfred  J. ,  M.  B.  ,  R.  U.  I. ,  M.  Ch. ,  M.  A. O. ,  Professor  of  Mid- 
wifery and  Diseases  of  Wonuny  Catholic  University^  Dublin^ 
Gynecologist  St.  Vincenf*s  Hospital^  30,  Merrion  Square,  Dublin. 

C.  1896-8.    V.-P.  1902. 

1898  Smith,  Arthur  Lapthorn,  B.A.,  M.D.,  M.R.C.S.,  Professor  of 
Clinical  Gynecology  Bishops  University^  Montreal^  Surgeon-in- 
Chief  Samaritan  Free  Hospital  for  IVotneuj  Gynecologist  to  the 
Montreal  Dispensary^  Surgeon  to  the  Western  General  HospiiaU 
7248,  Bishop  Street,  Montreal,  Canada. 

L.  F.F.  tSMiTH,  E.  1.  Aydon,  L.S.A.,  Devon  Lodge,  2,  Alexandra  Road,  St. 

John's  Wood,  n.w.  C.  1898-9. 

L.  F.F.  tSMiTH,  Heywood,  M.A.,  M.D.,  M.R.C.P.,  18.  Harley  Street,  w. 

Hon.  Sec.  1884-5.  C.  1889-91  &  1898-1900.  V.-P.  1892-4  &  1901-2. 

1891  Smith,  James  Wilkie,  M.D.,  Balgonie  House,  Ryton-on-Tyoe, 
Durham. 

F.F.     tSMiTH,  Richard  T.,  M.D.,  M.R.C.P.,  Physician  to  the  Hospital  for 
Women,  Soho,  5^,  Harley  Street,  w. 
C.  1884-6  &  1898-1900.    Hon.  Sec.  i889-9a    V.-P.  1891-93. 

F.F.  tSMYLY,  W.  Josiah,  M.D..  T.C.D..  F.R.C.P,L,  F,R,C.S.l.,  late  Afaster 
of  the  Rotufida  Hospital ^  Examiner  in  Midwifery ,  R.C.P.l.^ 
Dublin,  58,  Merrion  Square,  Dublin. 

C.  1888-90  and  1901-2.    V.-P.  1892-4.    Pres.  190a 

1895  fSMYTH,  Alexander  Carson,  M.6.,  CM. Ed.,  Lochiel,  16,  Craven 

Park,  Willesden,  n.w. 

F.F.  Smyth,  Brice,  B.A.,  M.B.,  M.Ch.,  T.C.D.,  Consulting  Physician 
Hospital  for  Sick  Children^  Physician  Belfast  Lying-in  Hospital, 
20,  University  Square,  Belfast.         C.  1887-9.    V.-P.  1889-91. 

1S93  tSMYTH,  John  Walker,  L.R.C.P.  &  S.Edio.,  13,  Colebrook  Row, 
City  Road,  N. 

1896  tSNOW,  Herbert,  M.D.Lond.  &c.,  M.R.C.S.,  Senior  Acting-Surgeon 

Cancer  Hospital,  Brompton,  6,  Gloucester  Place,  Portman  Square, 
w.  C  1902, 
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F.F.  tSPANTON,  W.  DUNNETT,  F.R.C.S. Eng.,  J.P.,  Surgeon  to  the  North 
Staffordshire  Infirmary y  Chatterley  House,  Hanley,  Stadordshire. 

C  1887-9  &  19012.    V.-P.  1890.92. 

1898      Spearing,  Andrew,  L.F.P.S.G.,  Springfield  House,  Patricroft,  Lanes. 

1898  Sprott,  Wm.  J.,  M.D.,  M.Ch.,  R.U.I.,  Netherleigh,  Halton  Bank, 
Pendleton,  Manchester. 

1898  Stekoulis,  CONSTANTIN,  M.D.,  Pera,  Rue  Souterazi  7,  Constantinople. 

1893  fSTEPHEN,  George  Caldwell,  M.D.,  C.M.McGill,  54,  Evelyn 
Gardens,  South  Kensington,  s.w. 

1885  Stevenson,  Edmund  Sinclair,  M.D.,  F.R.C.S.E.,  Strathallan 

House,  Rondeboscb,  Cape  Colony.  Hon.  Loc.  Sec. 

1897     *Stevenson,  James,  M.D.Glasg. 

1899  Stevenson,  William  John,  M.D.,  CM.,  M.C.P.  &  S.  Toronto,  391, 

Dundas  Street,  London,  Canada. 

1892  Stewart-McKay,  W.  J.,  M.B.,  M.Ch.,  B.Sc,  Australian  Club, 

Macquarie  Street,  Sydney,  New  South  Wales. 

L.  1888  Stone,  Isaac  S.,  M.D.,  1618,  Rhodes  Island  Avenue,  n.w. ,  Washington, 
D.C.,  U.S.A. 

1893  Stonev,  Ralph,  L.R.C.S.I.,  L.R.C.P.L,   Medical  Officer  British 

East  African  Protectorate^  Mombasa,  East  Africa. 

1886  t^'J'RANGE,  W.  Heath,  M.D.,  2,  Belsize  Avenue,  Hampstead,  N.w. 

L.  1892  Sullivan,  W.  H.  D.,  80,  Collins  Street,  Melbourne,  Victoria. 

1885  tSuNDERLAND,  SEPTIMUS,  M.D.,  M.R.C.S.,  M. R. C. P. Lond. ,  Physician 
to  the  Royal  Hospital  for  Women  and  Children^  11,  Cavendish 
Place,  Cavendish  Square,  w.  C.  1894-6  &  1902. 

1899  tSwAN,  Richard  Joceyln,  M.R.C.S.,  L.S.A.,  Park  House,  32, 

Camberwell  New  Road,  s.w. 

1900  Sw ANTON,  J.  Hutchinson,  M.D.,  M.A.O.,  R.U.I.,  40,  Harley 

Street,  Cavendish  Square,  w.  Hon.  Sec.  1901-2. 
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